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Safe, 


what you want 


hypertensive 


vasodilation 


Nitranitol provides it... permitting hypertensives 
to resume more normal lives. 


And . . . therapeutic dosages of NITRANITOL can be maintained 
over long periods of time... without frequent checkups ... without 


worry about possible toxic effects. 


Nitranitol is the universally prescribed drug in the management 
of essential hypertension. 


\ ITRA! | ITO L (brand of mannitol hexanitrate) 


FOR SAFE, GRADUAL, PROLONGED VASODILATION 


1. When vasodilation alone is indicated —NITRANITOL. 


2. When sedation is desired —NITRANITOL with PHE- 
3. For extra protection against hazards of capillary 


fragility—NITRANITOL with PHENOBARBITAL and 
RUTIN 
Merrell 
4 4. When the threat of cardiac failure exists—NITRANITOL 
— 4 with PHENOBARBITAL and THEOPHYLLINE. 
tcripti for 125 years 


6 5. For refractory cases of hypertension — NITRANITOL 
P.V. (Nitranitol, Phenobarbital, Veratrum Alkaloids*) 


* alkavervir 
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Office Management of 


-Leukorrhea with Floraquin® 


LEUKORRHEA is commonly caused by vaginitis 
due to trichomoniasis, moniliasis and senile atrophy. A 
wet smear examination will establish the cause. 

A recommended regimen, especially for Trichomonas 
vaginalis vaginitis, is insufflation with Floraquin powder 
in the office, accompanied by home treatment with douches 
of white vinegar solution (114 ounces per quart of warm 
water) and insertion of two Floraquin vaginal tablets high 
into the vagina morning and night. During menstruation 
treatment is intensified because the pH of the menstrual 
flow encourages the growth of pathogenic flora. During 
this period the tablets are used three to five times daily. 

If reexamination after three menstrual periods does 
not show trichomonads on the wet smear, the patient con- 
tinues to insert Floraquin vaginal tablets only during men- 
struation!:? for several months to prevent reinfection. 


Floraquin is supplied in powder and vaginal tablet 
dosage forms. 


SEARLE Research in the Service of Medicine 


1. Upton, J. R.: Symposium: Certain Aspects of Office Treatment 
in Obstetrics and Gynecology: Trichomonas Vaginalis Vaginitis, 
West. J. Surg. 60:222 (May) 1952. 


2. Blinick, G., and Kaufman, S. A.: The Office Management of 
Leukorrhea, Am. J. Surg. 85:27 (Jan.) 1953. 
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RELIEVES PAIN, 
ENGORGEMENT 
AND INFECTION 


PNS 
SUPPOSITORIES 


..- Anesthetic 


..-Decongestant 


..-Anti-Infective 


Greater comfort in hemorrhoidal and simple 
inflammatory rectal conditions is now possible 
with PNS Suppositories—a combination of 
anesthetic, decongestive and bactericidal 
ingredients. 


FORMULAS Each suppository contains the following in a cacao butter base: 


Pontocaine® hydrochloride. . . . 10 mg. 
Neo-Synephrine® hydrochloride . 5 mg. 
Sulfamylon® hydrochloride. . . 0.2 Gm. 
Bismuth subgallate....... - 0.1 Gm. 
Balsam of Perv. 50 mg. 


With PNS Suppositories pain is quickly 

brought under control; swelling and 

inflammation are reduced; infection is 

combated. Indicated for the relief and me. 
symptomatic treatment of uncomplicated NEW YORK(I8, N.Y. « WINDSOR, ONT. 
hemorrhoids; before and after hemor- 

rhoidectomy or sclerosing therapy. 


Boxes of 12 


PNS, Pontoccine (brand af tetracaine), Neo-Synephrine (brand of phenylephrine! and 
Sulfamylon (brand of mofenide!, trademarks reg. U. S. & Canada 
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@ The American Academy of General Practice is 
a national association of physicians engaged in 
the general practice of medicine and surgery. 
It is dedicated to the belief that general practice 
is the keystone of American medicine, and to the 
conviction that continuing study is the basis of 
sound general practice. It is the role of GP, 
official publication of the Academy, to provide 
constantly the best postgraduate literature in all 
phases of general practice in its scientific section. 
In other regular departments it carries articles 
and official reports pertinent to the work of the 
Academy's fifteen standing committees. 


GP is published monthly by the American Academy of 
General Practice. Materials for Publication should be ad- 
dressed to the Editorial and Business Offices: Broadway at 
Thirty-fourth St., Kansas City 11, Missouri. Publication Office 
(printer): 350 East 22nd Street, Chicago 16, Illinois. Advertis- 
ing Office: 4 Wilsey Square, Ridgewood, New Jersey *» One 
dollar a copy. By subscription: $5.00 a year to members of 
the American Academy of General Practice, $10.00 a year 
to others in U.S.A. $12.00 in Canada; $14.00 in other foreign 
countries. Entered as second-class matter at the post office 
at Kansas City 8, Missouri. Additional entry at Chicago, 
Ilinois.* Printed in U.S.A. by R. R. Donnelley & Sons Company 
at The Lakeside Press, Chicago. Copyright, 1953, by the 
American Academy of Genercl Practice. 
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TRADE MARK REGISTERED U. S. PATENT OFFICE 


ARTICLES 


ACTH and Cortisone in aati Blood 
Disorders ...... 34 
isaac H. Manning, Jr., M.D. 


A review of results obtained from treatment of diseases of blood 
and blood-forming tissues. 


Simple Office Treatment of Diabetes. 44 
Lyon Steine, M.D. 


Essentials of a simple plan for management of uncomplicated 
diabetes mellitus. 


Anxiety or Hyperthyroidism. . . . 49 
J. A. Smith, M.D., and D. W. Chapman, M.D. 
Differential diagnosis of anxiety and hyperthyroidism. 


Reliability of the si of Cardiac 
T. K. Lin, M.D., and E. Grey Dimond, M.D. 


Description of a simple clinical experiment that attests to the 
reliability of grading murmurs. 


Examination of Subjectively Normal 
J. D. Mortensen, M.D. 


One general practitioner's results with routine medical examinc- 
tion of 391 persons who considered themselves well and healthy. 


Stilbamidine 
Therapy-for Blastomycosis . . . . 68 
David T. Smith, M.D. 


A review of results of treatment of a dangerous fungus infection 
that may be more prevalent than is ordinarily supposed. 
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Consider the advantages of “Thiosulfil”’: 

e Effective bacteriostatic concentrations can be 
rapidly achieved at the site of infection. 

e Lower dosages are employed. 

e Likelihood of toxic side effects is drastically reduced. 

e Risk of sensitization is greatly minimized. 

e Alkalinization is not required. 

e Fluids may be restricted rather than forced. 


brand of sulfamethylthiadiazole 


the more soluble sulfonamide 


for the safer treatment of urinary tract infections 


Supplied: No. 785 — 0.25 Gm. per tablet (scored) — 
bottles of 100 and 1,000. 


Suggested Dosage: ADULTS: Mild infections — 1 tablet (0.25 Gm.) five to 
six times daily. Severe infections, mixed infections, 
or where bacterial resistance is expected — 2 tablets 
(0.5 Gm.) five to six times daily. 


INFANTS AND CHILDREN: % to 1 tablet (0.125 to 
0.25 Gm.) five to six times daily. 
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Descriptive literature available upon request. 


AYERST, McKENNA & HARRISON LIMITED 
New York, N. Y. Montreal, Canada 


THIOSULFIL B 


c 
greater solubility = rapid action +- low toxicity 
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prove this 
statement 
your. self... 


- Vim 
(Complete OB Tablet) 


ALLEVIATES 
LEG CRAMPS 


OF PREGNANCY 


Obstetrics-Gynecology, Jan. 1953, 
E. W. Page 


OS-Vim is oyster shell calcium plus 
100% of all vitamins and minerals 
needed during pregnancy. The oyster 
shell calcium in OS-Vim is better 
assimilated, and you can prove this 
better assimilation yourself, in just 30 
days, by making the same test which 
hundreds of other doctors have made. 


If your patients complain of leg 
cramps during pregnancy, substitute 
either OS-Vim or OS-Cal for your 
present form of calcium. Our doctors 
report 80% success in alleviating or 
stopping leg cramps within 72 hours. 


Dispensing Physicians: 
OS-Vim and OS-Cal are sold with this 
understanding: If you do not find that 
oyster shell calcium is better assimi- 
lated with the results described above, 
merely write a statement to this effect 
across the face of our invoice and 
return it. There will be no charge to 

me your account. 


Order at These Prices: 
OS-Vim—Smallest OB tablet on the market. 
Small dosage (4 per day) makes it least 
expensive. Beautiful pink color. 
1,000 tablets—$13.50 
2,000 tablets— 12.00 M 
5,000 tablets— 10.80 M 
OS-Cal—Oyster shell calcium plus 500 U.S.P. 
units of Vitamin D. 
1,000 tablets—$7.00 
2,000 tablets— 6.00 M 
5,000 tablets— 5.00'M 


Prescribing Physicians: 
Your druggist may order OS-Vim or 
OS-Cal direct or through his whole- 


saler. 


MARION LABORATORIES, INC. 


4215 Troost Ave. 
Kansas City, Missouri 


a 
15-Cal 


when resistance develops in penicillin therapy... 


Effective against penicillin-resistant staphylo- 
coccal, enterococcal and other streptococcal 
infections. 


A new antibiotic agent for selective use in the 
practice of medicine today. 


Well-tolerated Magnamycin is supplied in sugar 
coated tablets of 100 mg., bottles of 25 and 100, 
and 250 mg., bottles of 16. 


Pfizer CHAS. PFIZER & CO.,INC., Brooklyn 6, N. Y. 
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MEMO FROM THE 


MANAGING PUBLISHER 


One of the youngest medical schools in the country takes 
up the torch from one of the oldest, in this issue of GP. 
The faculty of the 103-year-old Georgetown University 
School of Medicine has concluded its very fine twelve-part 
series on recent developments in therapy in our “Practical 
Therapeutics” department. And 23-year-old Duke Uni- 
versity School of Medicine at Durham, North Carolina, now 
assumes charge for the next series of twelve articles. Spon- 
sor of the next series, to begin in July, 1954, has already 
been selected, but we'll keep it a secret until this time next 
year. 

Our invitation to Duke to assume responsibility for 
‘Practical Therapeutics” for a year was extended last sum- 
mer, and formally accepted in September at the first faculty 
meeting of the Department of Medicine. Dr. Eugene A. 
Stead will direct the series, subjects for which have been 
selected by him and other faculty members in conference 
with Dr. Hugh H. Hussey, GP’s medical editor. This new 
series is bound to carry on the same high quality that has 
marked “Practical Therapeutics” since its inception. 

An innovation in the new series is the fact that Duke’s Di- 
vision of Medical Art and Illustration has been commissioned 
to illustrate the entire series. This work will be done under 
the direction and supervision of Professor Elon Clark, di- 
rector of the division. There will be a natural advantage in 
having illustrations produced by artists who can confer 
directly with the authors. 

Despite its youth, Duke University’s School of Medicine 
bears an enviable nation-wide reputation as one of the finest 
and largest. Its faculty, now numbering 201, has shown a 
steady growth from an original forty-six, and cares for a 
student body of 722. Duke Hospital has a daily patient cen- 
sus of 454 and a library of 50,000 volumes. In addition to 
the medical school faculty, there is a nursing school faculty 
of nineteen and a dietetic faculty of eight. 

Material produced by this faculty will certainly maintain 
the high standard set by the faculty of Georgetown and its 
predecessors. 

Just as Georgetown possessed the advantage of nearness 
to Dr. Hussey and his staff, so will the closeness of Durham 
to Washington make possible frequent conferences between 
the medical editors and the “Practical Therapeutics” staff, 
as the series develops. 

All in all, Duke University makes a distinguished addition 
to the other medical schools which have made the ‘Practical 
Therapeutics” department one of the most outstanding and 
helpful in GP. 

A leading book publisher is considering publication of 
this and the previous series in book form. What do readers 
think of the idea? —M.F.C. 
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-when you are challenged with— 


“But Doctor, can’t you make them eat?” 


specify _Tro ph ite . Bio plus By 


to increase appetite and growth in below-par children 


Recommended daily dosage—only one teaspoonful (5 cc.) containing: 
25 mcg. Vitamin By and 10 mg. Vitamin B;. Delicious cherry flavor. 


*T.M. Reg. U.S. Pat. Off Smith, Kline & French Laboratories, Philadelphia 
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Secretary’s Newsletter 


JULY 1953 SIGNIFICANT EVENTS 


AMA Delegates Act 
On Hawley Claims 


Division of Fees 
Referred for Study 


Adopt Policy on 
Care of Veterans 


> A polite spanking was administered to the American College 

of Surgeons and its executive director Paul R. Hawley by the 
AMA House of De Delegates in New York last month when it 
adopted a report by its reference committee disposing of no 
less than eleven resolutions referring to Hawley's public 
criticisms of doctors. Academy member George S. Klump, of 
Pennsylvania, won high commendation for the masterful way he 
and his committee handled a touchy and potentially explosive 
subject. The committee's report commenting on the resolu- 
tions was adopted unanimously. 


In referring to "statements attributed to an official 
spokesman of an allied medical organization," the commi 
pointed out - that "when individuals or groups without offi- 
Cial status in the AMA utter or publish ill considered 
Statements, the result too often is that the confidence of 
the public ; in the medical profession is placed in jeopardy." 
This is precisely the point GP has made editorially in the 
course of the unfortunate controversy touched off by a 
published interview in which Hawley uttered reckless charges 
against doctors in general and general practitioners in 
particular. 


> While recognizing the inviolability of the right of free 
speech, the committee emphasized that “any s FAEAS 9 relat- 
ing to ethical matters by other Fe within the 


general profession advance views of only a particular group 
and is without official sanction of the entire profession" 
as as represented by the AMA. No attempt was made by the House 
of Delegates to evolve an acceptable method for division of 
fees between two doctors participating in a case. This 
was referred to the for 


and a ge Aniegne study of the whole problem of mu Bice fees 
is the advice recommended by the AMA House of Delegates. 
This clearly is the best course to follow. 


> After postponing action at its meeting in Denver last 
December, the AMA House of Delegates finally decided to take 
the Legion by by the tail. Free medical care for veterans with 
nonservice-—connected ailments was officially opposed in a 
resolution adopted in New York, thus bringing to an end a 
rather tenuous courtship | between the AMA and the American 
Legion. Except for cases involving tuberculosis or psy- 
chiatric or neurologic disorders, the resolution recommends 
that responsibility for all nonservice-—connected cases be 
returned to the individual and the community. 


aes 
‘ 
a of free speech, Hawley loosed another blast at his critics 
Baa in an interview on June 26 which was syndicated by the 
_ Chicago Daily News Service. 


Action Deferred on 
Osteopathic Status 


Martin Ils Named 
President-Elect 


Academy Directors 
Appoint Committees 


harp focus us when the 
hoved a rider into | 
the VAdmin; 
veterans receiving care for condi- 
tions. The amendment to the measure was vigorously opposed 
by the AMA and was knocked out on the floor of the House. 
July 8 is the date set for hearings before the House sub-— 
committee on proposals to curb free care for non-service 
connected cases. 


> A sharp debate developed at the AMA meeting recom— 
mendations by a special committee headed by past-president 
John Cline for co-operation between medicine and osteopathy 
and recognition of the fact that osteopathy is no longer a 
cult. AMA trustees “advised no action on the report for 
another year. A minority report was filed by some members 
of the reference committee demanding immediate adoption of 
the report. In the debate that followed, the majority re- 
port was sustained; the report will come up for considera- 
tion again next year. 
> Walter B. Martin, a trustee since 1946, defeated the 
in a two-way race for 
Martin will succeed 
Edward J. McCormick who assumed office at the New York meet- 
ing. In closing his inaugural address, Dr. McCormick urged 
every family to "select for itself a family physician in 
whom it has confidence and whose advice will be followed in 
emergencies and when seeking the services of specialists." 


In an address at the opening meeting of the session, the 
charming Oveta Culp Hobby charmed her listeners by promising 
that her special assistant for health will be a physician 
and declaring that socialized medicine was undemocratic. 

An outstanding program conducted by officers of the Sec- 
tion on General Practice drew record crowds in New York's 
Biltmore Hotel. In its business session the Section elected 
Fred Ewens, California, chairman and E. I. Baumgartner, 
Maryland, secretary. Paul Davis was re-elected delegate, 
with M. B. Casebolt alternate. Other officers are L. H. 
McDaniel and Charles E. McArthur. All are Academy members. 


> Academy directors met for their regular spring meeting 
leted appoint— 
ments to sixteen standing committees and commissions for 
1953-54. More than 1,500 suggested names were culled by the 
Board in making its final appointments. In its two-day 
meeting the Board also: 

Received interim financial reports from Treasurer Holland 
T. Jackson, and approved sale of the Academy's original 
building site at a substantial profit . 

Authorized the Building Committee to undertake a final 
 * campaign this year to put the building fund over 

e top. . 

Approved a design for official Academy jewelry and exe- 
cuted an agreement with a manufacturer to make official 
jewelry available to all members. , 

Discussed plans for a survey of general practice to deter- 
mine variations in average practices and uncover practical 
deficiencies in undergraduate training . 

Adopted a schedule for the 1954 Annual Assembly which will 
give the Congress of Delegates an extra day of meeting, 

Heard a progress report from the Executive Secretary on 
plans for group malpractice insurance offering substantial 
premium savings to Academy members. 


Respectfully, 


; 
Little more than a week later the issue was brought into a. 

Ma 


Ethinyl Estradiol 
Bottles of 30 and 500 


Optimal hormonal and metabolic response 
...Mminimized side effects...marked 


in withdrawal 


docrine Abnormalities in both sexes. 
© Osteoporosis and Fractures in the 
Aged .. . encourages retention of 
_ calcium to avoid bone softness and 


THE WARREN-TEED PRODUCTS CO., COLUMBUS 8, OHIO 
PORTLAND, ORE. * LOS ANGELES, CALIF. * DALLAS, TEXAS * CHATTANOOGA, TENN. 
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WARREN -T D 
Cla ical Treatment for 


The Economy of Good Growth 7 
and Uncomplicated Development 


A the preventive and therapeutic bene- 
Why more fits of optimal infant nutrition 


physicians To reduce complications in the first year of life, the 
ibi full, balanced Similac formula provides fat, protein 

are prescribing 
and carbohydrate closely approximating, in quality 
Similac and quantity, the content of human breast milk; a 
full complement of vitamins in adequate amounts; 

an adjusted mineral content; a soft. fluid curd with 

before zero tension, assuring rapid and easy digestion. 


price stability 


In the face of rising food costs. the price of Similac 
has remained relatively constant. Since 1936, evapo- 
rated milk has gone up by approximately 97 per cent, 
and whole milk approximately 104 per cent.* The 
price of Similac rose only 18 per cent in the same 
period. 


Evaporated Milk 97% 
Whole Milk 104% 
Similac Powder 18% 


Percentage Price Increase Since 1936 


Since September, 1950, there has been no change 
whatever in the price of Similac as against increases 
of 19 per cent and 16 per cent for whole and evapo- 
rated milk. Today. Similac with its complete modi- 
fication and added vitamins is no more expensive 
than whole-milk feeding, and in many areas actually 
affords greater economy. 


*Wilk prices cited from U.S. Bureau of Labor Statistics Bulletins. 


There is no closer equivalent to the milk of healthy, well-nourished mothers 7 


Supplied: Tins of 1 lb., with measuring cup. 


M & R Laboratories, Columbus 16, Ohio 
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National Officers, Commissions, and Committees 


THE AMERICAN ACADEMY OF GENERAL PRACTICE 


Officers 


President, U. R. Bryner, M.D., 508 East South Temple, Salt Lake City, Utah 
President-Elect, W. B. Hitpesranp, M.D., 216% Main Street, Menasha, Wisconsin 
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Lee Hospital 203 South Macomb 224 Republic Bldg. 25 Alder Street 
Fayette, Mo. El Reno, Okla. Denver, Colo. Oakland, Md. 
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Commission on Education: WILLIAM J. SHaw, Chairman, Lee 
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R. W. Portland, Ore.; W. R. Srovatt, Wash- 
ington, D. C.; Cuartes L. Farrewt, Pawtucket, R. L; 
W. A. Sams, Marshall, N. C.; Harry T. Sournworrn, 
Prescott, Ariz.; Cirype Swett, Island Falls, Me.; R. B. 
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Commission on Membership and Credentials: Wiutiam M. 


Sprout, Chairman, 912 Equitable Bldg., Des Moines, Lowa ; 
Murtanp F. Ricsy, Rexburg, Idaho; Crype W. Mutter, 
(Continued on page 13) 
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FPyribenzarmine 


hydrochloride 
(tripelennamine hydrochloride Ciba) 


Once atop Pike’s Peak, your hay fever patient can enjoy freedom from pollens. 
But for patients who must remain in a high-pollen environment, you can insti- 
tute this effective therapy: one or two Pyribenzamine tablets, 3 or 4 times daily. 


Alone and as an adjunct to desensitization, Pyribenzamine has proved effective 
in relieving hay fever symptoms, as evidenced by thousands of published case 
reports. On the basis of this evidence, no other antihistamine combines greater 
clinical benefit with greater freedom from side effects. 


For your prescription needs, Pyribenzamine 50 mg. tablets are available in 
bottles of 100 and 1000 at a!l pharmacies. 


Giba Ciba Pharmaceutical Products, Inc., Summit, N. J. 
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Wichita, Kan.; A. E. Rrrr, St. Paul, Minn.; THomas 
Giapney, Baton Rouge, La.; Epwin H. Fenton, Detroit, 
Mich.; James Murpuy, Fort Worth, Tex.; R. ADELAIDE 
Draper, Dorchester, Mass.; Danie. Betz, Los Angeles, 
Calif.; Frep Susonton, Chicamauga, Ga. 


Publication Committee: STANLEY R. Truman, Chairman, 1904 
Franklin, Oakland, Calif.; T. Jackson, Fort 
Worth, Tex.; ArtHur N. Jay, Indianapolis, Ind.; I. 
Puiturs Frouman, Washington, D.C. 


Committee on Scientific Assembly: JoHN F. Mosuer, Chairman, 
1954 Church St., Coeymans, N. Y.; ANprEw S. Toms, 
Chairman-Elect, Victoria, Tex.; T. E. Rosinson, Salt Lake 
City, Utah; Merun L. Newkirk, South Gate, Calif.; 
Herpert Harttey, Seattle, Wash.; ALLEN G, Gress, Okla- 
homa City, Okla. 


Building Committee: JoHN R. Fow1er, Chairman, Fowler 
Clinic, Barre, Mass.; W. A. BuECcHELER, Syracuse, N. Y.; 
M. B. Casesott, Kansas City, Mo.; CHartes NELSON, 
Beverly Hills, Calif.; M. C. Wicinton, Hammond, La.; 
Aaron Hortanp, Newark, N. J.; W. H. Watton, Belle- 
ville, Ill.; C. W. Anperson, Denver, Colo.; Grorce H. 
Lemon, Toledo, Ohio 

Constitution and By-Laws Committee: Cuar.es A. Jost, Chair- 
man, 3500 N. Grand, St. Louis, Mo.; S. A. Gartan, New 
York City; D. H. James, Memphis, Tenn.; James M. 
Perkins, Denver, Colo.; Jacos H. Benpes, Rockford, IIl.; 
A. Leste Vasconcettos, Honolulu, Hawaii 


Committee on Rural Health: Carroit B. ANprEws, Chairman, 
Box 367, Sonoma, Calif.; Norman H. Garpner, East 
Hampton, Conn.; Joun Paut Jones, Camden, Ala.; D. G, 
Mutter, Jr., Morgantown, Ky.; Joun R. Ropcer, Bellaire, 
Mich.; Exmer A. Larsen, Centerville, Iowa; Pace C. 
Jett, Prince Frederick, Md. 

Committee on Voluntary Prepaid Medical Care: Ropert F. 
Purtet, Chairman, 758 North 27th St., Milwaukee, Wis. ; 
H. Kennetu Scaturr, Chicago, Ill.; ArrHur J. Orrer- 
MAN, Omaha, Neb.; Gumpert Satronstatt, Charlevoix, 
Mich.; Francis T. Hopces, San Francisco, Calif. 

Mead Johnson Scholarship Award Committee: FRED HUMPHREY, 
Chairman, Box 113, Fort Collins, Colo.; W. B. Hmpr- 
BRAND, Menasha, Wis.; Mary ExizaBeTH JOHNSTON, Taze- 
well, Va.; Watrer L. Portreus, Franklin, Ind.; M. B. 
GutsmMann, Oklahoma City, Okla.; R. E. Heerens, Rock- 
ford, Ill. 

M & R Award Committee: H. A. Tarrant, Chairman, 1315 
West Ninth Street, Wilmington, Del.; Ricuarp A. Mus, 
Ft. Lauderdale, Fla.; S. S. Kery, Picayune, Miss.; F. F. 
Prister, Webster, S. D. 

Committee on 1954 State Officers’ Conference: Eart D. Mc- 
Cauuster, Chairman, 1113 Bryden Road, Columbus 5, 
Ohio; Wuu1aM E. Rownp, Secretary, Bremerton, Wash. 

Committee on Insurance: CARLETON R. SmirH, Chairman, 203 
Medical Arts Bldg., Peoria 5, Ill.; Eart C. Van Horn, 
Cincinnati, Ohio; J. S. DeTar, Milan, Mich.; Amos N. 
Jounson, Garland, N, C.; Horace W. Esupacu, Drexel 
Hill, Pa. 
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sombulex’ is an barbiturate 


because it works within 15 to 30 minutes and leaves the bloodstream 
within 3 to 4 hours, thus avoiding the danger of hangover for 
patients who do not need heavy barbiturate action. 


When the stresses and strains begin to tell 


...when the mind won’t let the body rest, and patients 
complain for the first time...“Doctor, I can’t get to sleep”... 
SOMBULEX is the prescription of choice for these 
first-time barbiturate patients. For them, 1 or 2 tablets 

taken with water or a warm beverage usually suffice 

to induce a night’s refreshing sleep without hangover. 
Patients will not readily identify SOMBULEX as a barbiturate. 


The unusual uses of sombulex 


Because of its rapid yet nonpersistent action, 1 SOMBULEX 

Tablet will help restore interrupted sleep without subsequent 
hangover, or permit a relaxing cat nap before a busy evening. 

One SOMBULEX Tablet also will help the new night-shift worker 
adjust to a daytime sleeping schedule. NOTE: The action of 
SOMBULEX may be too short lived for the patient already dependent 
upon long-acting barbiturates. SOMBULEX is supplied 

in bottles of 100 tablets, each containing 0.25 Gm. (4 gr.) 

N-methyl cyclohexenyl methyl barbituric acid, Schenley. 


SCHENLEY LABORATORIES, INC. 


© Schenley Laboratories, Inc. “Trademark of Schenley Laboratories, Inc. 
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Back on the team 


4 *cause Dr. Jones prescribed 
STREPTOMAGMA‘®... 


Dihydrostreptomycin Sulfate and Pec- 
y tin With Kaolin in Alumina Gel 


Modern antidiarrheal—combines 
potent bacteriostatic, adsorptive and 
protective actions; orally administered. 


i 


Supplied in bottles of 3 fluidounces. 


Philadel-hia 2, Pa. 
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Chis Month’s Authors 


E. Grey Dimond, M.D., 


is professor of medicine and chairman of the Department of Medicine at Kansas University 
School of Medicine, Kansas City, Kansas. In 1944 he received his medical degree from the 
University of Indiana School of Medicine, Indianapolis, Indiana. Dr. Dimond, who served a 
residency at Indiana University Medical Center and a fellowship at Massachusetts General 
Hospital, is a diplomate of the American Board of Internal Medicine. 


Isaac H. Manning, Jr., M.D., 


who is a part-time clinical instructor in medicine at the University of North Carolina Medical 
School, is engaged in the practice of internal medicine in Durham, N.C. He was graduated 
from Harvard Medical School and served an internship at Boston City Hospital, Boston, 
Mass.; he was assistant resident and resident in medicine at Duke Hospital, Durham. Dr. 
Manning, who served from 1942 until 1946 with the Army Medical Corps, is chief of the 
Medical Service at Watts Hospital, Durham. 


J. D. Mortensen, M.D., 


Fellow in Surgery at the Mayo Foundation, Rochester, Minnesota, since 1950, is a graduate 
of the University of Southern California School of Medicine. From 1948 to 1950, Dr. Morten- 
sen was medical director for the Bradley Mining Company’s Yellow Pine Mining Operations 
at Stibnite, Idaho. (During this time, this organization received the 1950 Health Achieve- 
ment in Industry Award from the American Association of Industrial Physicians and Sur- 
geons.) He has also served in residency-type assignments with the Veterans Administration. 


David T. Smith, M.D., 


is professor of bacteriology at Duke University School of Medicine, Durham, North Carolina. 
Author of more than one hundred scientific articles, and of monographs on Fusospirochetal 
Diseases and Fungus Diseases of the Lungs, Dr. Smith is also co-author of the ninth and tenth 
editions of Zinsser’s Textbook of Bacteriology. He is a past president of the North Carolina 
Tuberculosis Association and of the National Tuberculosis Association. Dr. Smith received 
his medical degree from Johns Hopkins University School of Medicine, Baltimore, Maryland. 


Lyon Steine, M.D., 


was born in Montreal, Canada, where he received his medical degree from McGill University. 
He was an enthusiastic skier and a member of the university boxing team. After three and a 
half years of surgical internship and residency at New York’s Sinai Hospital, he began general 
practice in Valley Stream, New York, where he has remained except for an interlude of three 
years in the army. Dr. Steine is secretary of the Nassau County chapter of the A.A.G.P. for 
the fourth successive year, and a trustee of the Nassau Academy of Medicine. 
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TRANQUILIZER...RELAXANT...ANTIDEPRESSANT 
TABLETS AND ELIXIR 


TRIPLE-ACTING to produce 
neuromuscular relaxation and 
Mephenesi 250.0 mg. promote tranquility, thus breaking 


the chain of fatigue, aches and pains. 


Butabarbital 
Bottles of 50, 100, and 1000 tablets. 
Elixir: Bottles of 8 oz. symptoms associated with tension. 


fer. 


A PRODUCT OF REED & CARNRICK 
A trusted name since 1860 JERSEY CITY 6,N. J. TORONTO, ONT., CAN. 


depression, and the numerous other 
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estrogen 


therapy 


(ethinyl estradiol-Schcring) 


relieves symptoms rapidly 


produces sense of well-being 


smallest 


EstinyL® Tablets: 0.02 and 0.05 mg. Also tablets 
of 0.5 mg. for treatment of carcinoma of the 
breast and carcinoma of the prostate. 


CORPORATION BLOOMFIELD, N. J. 
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For prompt control of infection of 


TRAUMATIC LESIONS: 


A stable bactericade 


FURACIN 


BRAND OF NITROFURAZONE N.N.R. 


without tissue toxicity: 


FURACIN SOLUBLE DRESSING 


Injury 15 years previously, of the right leg of a man 
45 years old, had never healed. 

There was extensive superficial ulceration and 
profuse purulent discharge with Ps. aeruginosa (pyo- 
cyaneus), P. vulgaris, diphtheroids, Str. pyogenes, 
M. pyogenes albus (Fig. 1). 

December 4. Furacin Soluble Dressing was ap- 
plied twice daily with gauze covering. Discharge 
soon decreased and granulations were filling in. 
Fibrous tissue was curetted and the lesion skin- 
grafted. Furacin therapy was continued. There was 
a favorable percentage of “take.” 

January 7. Patient discharged (Fig. 2). 


FUBACIN 
SULUBLE’ DRESSING 


ic 


FURACIN SOLUTION 


FURACIN SOLUBLE DRESSING ®* 


Some advantages of Furacin: 
wide antibacterial spectrum 
designed for external use only 


* negligible toxicity for human tissues 


Formula: Furacin preparations contain 
Furacin® 0.2% in water-miscible vehi- 
cles which dissolve in exudates. 


Literature on request 


FURACIN ANHYDROUS EAR SOLUTION 
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Yours Cruly.. . 


LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Amen 
Dear Sir: 

I have just finished reading a resumé article on Mac F, 
Cahal’s recent address at the Arizona State Medical Asso- 
ciation convention in Phoenix and I am moved to comment 
on it. 

Because I hope to make a substantial point in doing so, 
may I say that I live in an area where the overwhelming 
majority of us are notoriously, though very temporarily, 
poor. Moreover, a good portion of us are permanently dis- 
abled as a result of actively protecting the free institutions 
of mankind. 

During the past winter my older son became quite ill. 
Since he had been chronically ill that winter, I tried for 
seven hours to get hold of the doctor who knew my son’s 
medical history from a two-and-a-half year association. I 
went through all those things Mr. Cahal talked about. And 
I finally got through to the doctor’s home at about 8 o’clock 
that evening. To my amazement (and that is no overstate- 
ment) I was informed that the doctor was at home but that 
he was taking no more calls over the weekend. I explained 
that only this doctor was really competent to attend to my 
chronically ill son—all to no avail. 

In a sort of desperation I called the first name that came 
to my mind, one of the better known and respected local 
doctors. This gentleman answered his own phone. He pre- 
scribed some immediate medicine. And he said he would 
come over just as soon as he grabbed a bite to eat—probably 
the first time since morning he’d had such an opportunity. 

And he came as promised. Moreover, he called my son 
by name, joked with him, and was even attracted by a trick 
fish bowl that the boy had received for Christmas. Then he 
carefully, considerately told us about the boy’s illness and 
about what he had done to combat this. He also explained 
that he would not be in town the following day, but he gave 
us the name of an associate who could be reached in the 
event of another emergency. 

Upon leaving, I noticed for the first time that this gentle- 
man was driving a Cadillac, and I suddenly realized how 
wrong doctors and medical societies and newspaper editors 
and the government are on the issue of the high cost of 
medical care. It would not have made the slightest differ- 
ence to me if this gentleman had driven up in a surplus 
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battleship. The only thing of importance is that he came. 

The hopes and subsequent concern of men and women 
for their children and their loved ones is a universal emotion. 
It knows neither price, nor class, nor collections of material 
items. And it knows only gratitude for those who help in 
times of crisis. This is why people sometimes associate 
doctors with a sacred world. 

Doctors cannot destroy this association by so-called high 
fees. Nor can they destroy it by accumulating more than the 
average citizen. 

But the association is irreparably damaged by those in 
their number who desert their fellow man in times of great 
need. If only some doctors could realize that! 

Rosert E. Waucu 
Tucson, Arizona 


Need Reprints on “Stress” 


Dear Sir: 

In perusing the current literature we note that an ever 
increasing number of articles deals with problems pertaining 
to research on “stress” and the so-called “adaptive hor- 
mones” (ACTH, STH, corticoids, adrenergic substances, 
etc.). 

We are writing you because, in our opinion, the success 
of research in this complex and rapidly developing field 
largely depends upon the prompt availability and evaluation 
of relevant publications, a task for which we should like to 
solicit the assistance of your readers. 

In 1950, our Institute initiated publication of a series of 
reference volumes entitled ‘Annual Reports on Stress” 
(Acta Medical Publishers, Montreal) in which the entire cur- 
rent world literature is surveyed every year, usually between 
2,000 and 4,000 publications. 

Up to now, we have had to compile the pertinent litera- 
ture from medical periodicals, monographs, abstract jour- 
nals, and reprints sent to us by the authors themselves. 

Of all these, reprints proved to be the best source of data 
which we felt deserved prompt attention in our annual re- 
ports. Hence, in the past, we have sent out several thousand 
individual reprint requests to authors whom we knew were 
currently engaged in research on stress and allied topics. 

(Continued on page 23) 
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BESITY 


DOUBLE THE POWER TO RESIST FOOD 
At Meals and Between Meals 


Obocell® controls the two causes directly responsible 
for overeating—bulk hunger and appetite. Nicel* 

(in Obocell) slows release of d-Amphetamine...prolongs 
appetite depression...and supplies non-nutritive 

bulk to create a sense of fullness and satisfaction. 


With Obocell it is easy to achieve and maintain 
patient co-operation throughout the trying 

period of weight reduction since Obocell keeps the 
patient on a diet longer. 


Each Obocell tablet contains Dextro-Amphetamine 
Phosphate, 5 mg., and Nicel,* 150 mg. 

Dosage: 3 to 6 tablets daily with a full glass 

of water, one hour before meals. 

Supplied in bottles of 100, 500, 1000 tablets. 


*Irwin-Neisler’s Brand of High-Viscosity Methylcellulose. 


Obocell 


IRWIN, NEISLER & CO., vecatur, 
Research lo Sewe Your Practice 


22 GP © Volume VIII, Number 1 


INn 
| 
A 
ag 


(Continued from page 21) 
Even this procedure did not give us the wide coverage desir- 
able because it is impossible to contact all authors individu- 
ally and it often takes too much time to get the requested 
reprints. 

It is evident that to insure prompt inclusion of publica- 
tions in the annual reports, these surveys must develop into 
a co-operative effort between the authors of original papers 
and the reviewers. This co-operation has been greatly en- 
hanced of late by the publication of announcements, in sev- 
eral medical journals, encouraging investigators interested 
in stress research to send us their reprints as soon as they 
become available. 

We should be grateful if by the publication of this note, 
you would bring this problem to the attention of your readers. 

Hans Seve, M.D. 
Professor and Director 
Institute of Experimental 
Medicine and Surgery 
Montreal, Canada 


The editors felt that the problem posed by Dr. Selye was of 
such importance as to warrant an editorial entitled, ‘Annual 
Reports on Stress,” that appears in this issue.—PuBLISHER 


All-Around Satisfaction 
Dear Sir: 


I am very proud of the manner in which my article was 
presented in GP. I have received some wonderful letters 
from physicians in various parts of the country telling me 
how clearly the complicated subject of Cushing’s disease 
was explained. 


The manner in which your editorial staff handled the 
paper makes me eager to contribute to your journal again. 


Rosert B. Greensiatr, M.D. 
Department of Endocrinology 
Medical College of Georgia 
Augusta, Georgia 


Our thanks to Contributor Greenblatt for a fine article, one 
which brought distinction to our magazine.—PUBLISHER 


More Applause 


Dear Sir: 

If it is not bringing “coals to Newcastle” I would like to 
state to you formally that of all the medical meetings it has 
been my privilege to attend, your St. Louis session stands 
far above any other one. Never has it been my experience to 
see such intense interest in the programs, such consistent 
attendance hour after hour, such consideration and courtesy 
shown to a group of speakers. In all seriousness, no man 
could ask for more or better recognition and consideration. 
To you and your group I bow in respect and admiration. 

M. Pinson Neat, M.D. 
Columbia, Missouri 


Dear Sir: 

May I congratulate you on the excellence of your scien- 
tific session in St. Louis and on the manner in which every 
detail was so clearly worked out. We greatly appreciated the 
courtesies extended to us. 

H. R. Retcuman, M.D. 
Salt Lake City, Utah 
(Continued on page 25) 


30 lbs. pressure, 27 in. suction. Quiet 
as a whisper. 14 H.P. motor. Auto- 
matic oiling, gauges, muffler, filter, 
regulators, safety trap, tubing and 
cut-off. 


No. GP 2480 


$69°° 


32-0z. suction bot- 
tle in stainless steel 
bracket. Separable 
coupling. Attaches 
to Whirlwind motor 
base. 


$15°° 


609 College St. 


“WHIRLWIND” AIR-SUCTION UNIT 


MEDICAL - SURGICAL SUPPLIES 


Cincinnati 2, O. 
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of wide application 


Provides the multiple requirements for effective treatment of 
nonspecific asthenia. 


The combined therapy is designed to increase appetite and 
improve the blood picture. Better digestion and improved anabolism 
are part of the corrective process, 


Livitamin is designed to treat the entire syndrome 
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(Continued from page 23) 
Dear Sir: 

I enjoyed the Academy meeting in St. Louis as much as 
any I ever attended, anywhere. It was a distinct honor, which 
I will always remember, to be invited to appear on such a 
program as was presented. 

L. F. ScounMacuer, Jr., M.D. 
Houston, Texas 


Dear Sir: 

I want to tell you how much I appreciated the many cour- 
tesies shown me by Dr. Charles Jost’s (Hospitality) Com- 
mittee while I was in St. Louis. They, and the entire Acad- 
emy, can be proud of the job they did on this occasion. 

Eart F, Lutz, M.D. 
Detroit, Michigan 


Dear Sir: 
Your Scientific Assembly was beautifully organized and it 
was a privilege to be invited to participate. 
Cranston Horman, M.D. 
New York, N. Y. 


Finances the Margin of Difference 


Dear Sir: 

About a year ago the American Academy of General 
Practice instituted a program of general practice scholar- 
ships designed to encourage those going into this important 
field to stay a second year for training, which is to our minds 
extremely desirable these days. We were delighted to hear 
of this award to Dr. Maury C. Newton last year and Dr. 


Newton is working out his second-year plan with care, 
interest, and enthusiasm. 

Now, as I am discussing this problem of a two-year intern- 
ship with many of our students in the present fourth-year 
class, it is clear that the financial problem is a deciding one 
in many cases. I sincerely hope that you will see fit to 
continue the scholarship program another year, and to 
extend it, if possible. It seems to me that this would be an 
extremely fitting contribution for you to encourage other 
pharmaceutical houses to join in making a definite contribu- 
tion to the quality of medical care in this country. This 
relatively small sum is definitely the margin of difference in 
the decisions of many students as they look ahead today. I 
sincerely hope that the program is continuing and that there 
may be opportunities to expand it. 

Joun B. Trustow 
Medical College of Virginia Dean 
Richmond, Virginia 


The present Mead Johnson Scholarship Award Program is 
a continuing one, with five $1,000 awards granted each year. 
We hope that we can continue to satisfy the Mead Johnson Com- 
pany with the manner in which this program is conducted and 
with the results; the Committee and the officers of the Academy 
are most anxious to expand the program. It is very true that 
the financial factor discourages too many interns from complet- 
ing a one or two-year residency in general practice. We appre- 
ciate Dr. Truslow’s interest and assistance in general practice 
programs and look forward to the time when all students plan- 
ning a career in general practice will have the opportunity of 
at least one year’s training beyond the internship.—PuUBLISHER 

(Continued on page 161) 
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of Seborrheic Dermatitis of the scalp . . . conveniently applied 


PRESCRIBE 


while washing hair, then rinsed out 


An outstanding new treatment for scalp conditions ranging from mild 
dandruff to severe seborrheic dermatitis, SELSUN Sulfide Suspension 
restores the scalp to a normal, healthy condition (usually within 6 weeks) 
. .. after which scaling is kept under control with applications at 1 to 4 
week intervals. Itching and burning symptoms are relieved after only 
two or three applications. 

In clinical trials with 400 patients' * * investigators reported complete 
control in 92 to 95 percent of cases of common dandruff, and in 81 to 87 
percent of all cases of seborrheic dermatitis. In these studies, SELSUN 
often proved effective in cases where other medications had been un- 
successful. 

Applied and rinsed out during the patient’s hair washing routine, 
SELSUN is convenient to use, leaves the scalp clean and odorless. Toxicity 
studies'* show there are no ill effects from external use as recom- 
mended. Supplied by pharmacies in 4-fluidounce bottles, 

SELSUN is dispensed only on the prescription of a physician. 


References: 


1. Slinger, W. N., and Hubbard, D. M. (1951), Arch. Dermat. & Syph., 64:41, July. 
2. Slepyan, A. H. (1952), Ibid., 65:228, February. 
3. Ruch, D. M. (1951), Communication to Abbott Laboratories. 
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'Co-Pyronil'* 


CO-PYRONIL 


Pyrrobutamine Com- 


LILLY AND COMPANY 
INDIANAPOUS, U.S.A 


*'Co-Pyronil’ (Pyrrobutamine Compound, Lilly) 


Dosage 

Mild symptoms: | pulvule every twelve hours. 

Moderate symptoms: | pulvule every eight 
hours. 

Severe symptoms: 2 pulvules every eight 
hours. 


frequently affords 


more prolonged 
relief with 

fewer side-effects 
than any other 
known 


antihistaminic. 


Lilly 
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Editorials 


Patients Like Explanations 


Patients often complain that they cannot under- 
stand their doctor. Usually then they will blame 
their difficulty on the big words he uses. Of course, 
the size of the words has little to do with it. The lack 
of comprehension is based on total unfamiliarity 
with the doctor’s terms—unfamiliarity compounded 
by the doctor’s inability or unwillingness to devise 
explanations derived by analogy. 

As an example, consider the plight of a patient 
who has something wrong with his heart. Even sup- 
posing that the doctor avoids words like myocardi- 
um or cardiac, how much does the average city dweller 
understand when he hears the word “heart”? The 
chances are that he has only the vaguest notion of 
what a heart looks like or how it functions. In these 
days of packaged foods, he lacks even the simple ad- 
vantage of having seen the “drawing” of a fowl. Un- 
less the physician builds a careful explanation, 
based on diagrams or models or analogies, the pa- 
tient is likely to develop some weird notions about 
just what ails him. 

No task demands more of a physician than that of 
explaining the nature of a disease to the patient. It 
is not surprising, therefore, that although they ac- 
knowledge the need for such explanations, some phy- 
sicians evade their responsibility. They just can’t 
spare the time. In this connection, a successful con- 
sultant once remarked that the reason for the ma- 
jority of his consultations was because the patients 
already had their diagnoses but needed to be told 
what was wrong with them. 

Sometimes physicians use words incomprehen- 
sible to their patients because this is an easy cloak 
for ignorance. Often this becomes so much a habit 
that neither physicians nor patients are aware of 
any dishonesty. The only remedy for such behavior 
is a physician’s self-discipline and a patient’s under- 
standing that frankness is worth more than a pat 
diagnostic phrase. 

As a part of his formal education, a physician 
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learns little of the art of explaining things to pa- 
tients. If he is alert he may learn by example from 
other physicians. Otherwise he must make his own 
way, but the ingredients for successful explanations 
are few. There must be sympathy—an ability of the 
physician to see the patient’s need for explanation. 
There must be imagination—a power to develop the 
means for explanations. And—time. 


Hospital Departments Increase 


Forty-six per cent of all general hospitals now have 
general practice departments, according to recent 
surveys of the AMA’s Section on the General Prac- 
tice of Medicine. This gratifying total of 2,292 
compares with 1,660 in 1951, and 1,654 in 1950. 

Of this total, 1,640 have modeled their staff 
organization on the Manual on General Practice 
Departments in Hospitals prepared by the Ameri- 
can Academy of General Practice. And this figure 
is upped from 1,202 in 1951 and 1,075 in 1950. 

What’s more, the surveys show that 2,984 hospi- 
tals have granted qualified general practitioners 
additional staff privileges in specialty divisions, an 
increase from 1,358 in 1951, and 1,333 the previous 
year. General practice departments are now re- 
ported in all states and in the District of Columbia, 
with totals varying from four in Vermont to 243 in 
Texas. The AMA is currently approving 117 hospi- 
tals for residency training in general practice. 

This all adds up to the fact that both the medical 
world and the public are becoming steadily and 
increasingly aware of the growing importance and 
need of the general practitioner. It was awareness 
of this importance that underlay the 1946 recom- 
mendation of the AMA’s House of Delegates that 
appointments to general practice departments of 
hospitals be extended in accordance with the merits 
and training of individual physicians. That policy 
has been consistently re-emphasized and its happy 
results, for the medical world and for the public, 
are shown in these latest statistics. 
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Soul Searching 


In THE spring and early summer, when Nature is 
revolting against the dark, cold days of winter and 
once again renewing the promise of beauty in old 
life and new, perhaps we could take a moment to do 
a little soul-searching and ascertain whether or not 
we are ourselves bringing forth beauty on this earth 
and whether we are paying for our existence here. 

Today, although the skies are dark, everything 
seems a little brighter because, in perusing the 
morning paper, we found no evidence of bickering 
between medical men. Amazing but true, there was 
no surgeon casting aspersions, nor was there a G.P. 
throwing the lie in his teeth. But most of all, no 
doctor who, with avariciousness of soul, was scrab- 
bling across the pages in an attempt to gain public 
notice in a cheap, melodramatic fashion. 

It is indeed strange and wonderful what power 
“Ambition” gives a man. It gives him a limitless 
potential for good and may lead him to the greatest 
of heights. 


“The heights by great men reached and kept 
Were not attained by sudden flight, 

But they, while their companions slept, 

Were toiling upward in the night.’’ 


But “Ambition” does other strange things. One 


of the strangest of all is that it may actually lead to 
picayunish levels of human behavior. It may cause 
men to stoop to the lowest of levels to achieve their 
designs. It may cause them to foster unrest and 
nurture malignant thoughts and secretly glow with 
psychopathic pride at the destructive swath behind 
them on their way up their false ladders to success. 

Some men gain for themselves momentary but 
illusory fame and power and use it, not for any col- 
lective good that might accrue to the benefit of their 
fellow men, but as a means of erotic satisfaction to 
their small minds and souls. Such men consider 
that a justification may be given to the playing of 
one man or group of men against another, so long 
as the apparent end will be that of a gain in power 
for themselves. 

As spring follows winter, as beauty follows ugli- 
ness, as good should follow bad and root it out, so 
should we all declare a dividend for ourselves in 
faith and justice—faith enough in our ability to 
strike hard against the greedy and power-hungry 
characters of this world and a belief in justice for 
our fellow man. It is long past time for men of good 
faith to stamp out bigotry where and when they 
find it showing its ugly face—let the chips fall 


where they may. There are too many, otherwise fine 
men, who are afraid to exercise their right to speak 
out against the publicity and fame-minded, glory- 
seeking men of their communities for fear of en- 
gendering the wrath of these usually very vocal 
people. 

But then if we are afraid of righting wrong, expos- 
ing ugliness, or voicing disapproval of charlatans 
and mountebanks wherever we find them, do we 
have the courage to shape our own destiny? Have 
we the courage to look another in the face and say, 
“IT am doing my very best to make this a better 
world in which to live”? Have we the courage to do 
some soul-searching of an intensity designed to 
bring to light that we ourselves are daily doing 
nothing to better medicine or life as a whole? Have 
we the courage to chance losing some of our time 
and money in order to demote loudmouthed hypo- 
crites designing for themselves a nest in the arms of 
public opinion, and to promote those men and 
ideals that are the life and breath of human de- 
cency ? 

Let us work to the end that we may pick up our 
papers, without fear that either the crassly stupid 
or the glory-seeker will have besmirched the pages 
with their words. The day will be brighter, our own 
souls will be enriched, and we will feel satisfied that 
we have done our small bit to enhance the beauty of 
living. 


Who Is To Blame? 


WuEen doctors criticize the “sensationalism” of some 
of the medical reporting in newspapers and non- 
medical magazines, they might do well to inquire 
who deserves the blame. Too often they point a 
scornful finger at an innocent agent. A case in point 
developed last April when newspapers carried a 
story about the value of estrogenic substances in 
treatment of coronary atherosclerosis. A typical 
newspaper story might have been as follows: 

‘Atlantic City, N.J., April 11—An optimistic 
outlook in the treatment of hardening of the arteries 
with female sex hormones was presented this after- 
noon at the 26th Scientific Sessions of the American 
Heart Association at the Hotel Chelsea. 

“Effective results in improving the condition of 
patients suffering from severe coronary disease by 
administering the female sex hormones, known as 
estrogens, were reviewed by Dr. David P. Barr, 
Professor of Medicine, Cornell University Medical 
College and Physician-in-Chief at the New York 
Hospital. Dr. Barr said this recent development 
‘offers some encouragement that the development 
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of atherosclerosis in man is not inevitable and that 
in the future it might be prevented or minimized 
by proper treatment.’ 

“In delivering the George E. Brown Memorial 
Lecture, established in tribute to the late Mayo 
Clinic pioneer in the field of circulation, Dr. Barr 
stated: ‘Atherosclerosis is responsible for more 
deaths and disability than any other human ailment. 
Man is unique among mammals in his predisposi- 
tion to the disease, which in him is shockingly 
prevalent.’ Dr. Barr pointed out that it is believed 
the concentration and distribution of cholesterol 
and other fatty substances in the body may be im- 
portant in causing atherosclerosis. However, he 
added, ‘it has been found that lipid patterns in man 
are not immutable but can be modified to a con- 
siderable degree by hormonal influences.’ ” 

This story stirred up a lot of interest because 
a great many adult males have coronary artery dis- 
ease or fully expect to get it. Having read what was 
printed in the newspapers about Dr. Barr’s lecture, 
they promptly began asking their doctors about this 
new treatment. Some of the doctors were not em- 
barrassed by the inquiries, because they had heard 
what Dr. Barr said, and they knew that he did not 
advocate administration of estrogenic substances 
for treatment of coronary artery disease. Most of 
them probably said something nasty about the tend- 
ency of newspaper reporters to build a sensational 
story out of basic scientific research. 

For the doctors who didn’t hear Dr. Barr, pa- 
tients’ requests for the “new hormone treatment” 
may have been more than a little disturbing. Some 
of them were irritated by the implication that they 
were not abreast of latest therapeutic advances. 
Like their meeting-going colleagues, most of them 
probably ended by damning newspaper reporters, 
but a few may have taken it out on Dr. Barr. 

Of course this editorial would not have been 
written if Dr. Barr, or newspapers, or newspaper 
reporters were to blame for the sensational twist of 
the “typical story” above. This story is reproduced, 
without embellishment or significant deletion, just 
as it appeared in a “News Release” of the American 
Heart Association. 

We apologize for singling out the American 
Heart Association as an example for the origin of 
objectionable sensationalism. Certainly that asso- 
ciation is not the sole offender, nor is this an iso- 
lated instance. This kind of thing happens all the 
time, and we have the uneasy feeling that when 
doctors are nettled by such sensationalism, other 
doctors are often to blame. 
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Professional Service Representative 


Dip you know that the men who work for pharma- 
ceutical manufacturers and whom you call “detail 
men” prefer to be known as “professional service 
representatives” ? They believe that this term more 
clearly describes how they conduct their work— 
not their purpose, mind you, but how they accom- 
plish it. 

Of course, the prime purpose of a professional 
service representative is to sell his company’s phar- 
maceuticals. He is trained always to keep this fact 
in mind, He cannot afford to be like the representa- 
tive who hit upon the idea of selling a drug by show- 
ing his clients a superb advertisement of that drug 
in GP. He got approval for the idea from his district 
manager, and later the manager asked him how the 
plan had worked—had he convinced the doctors of 
the merits and advantages of the advertised drug? 
The earnest representative replied, ‘Well, I’m not 
sure about that, but I certainly did sell a lot of sub- 
scriptions to GP.” 

Although he is basically a salesman, the modern 
professional service representative is well trained to 
make his selling seem secondary to the service he 
brings to his clients. He is often the first to call a 
physician’s attention to a new therapeutic agent or 
a new method. He tries to be ready to answer ques- 
tions pertaining to the products in his line. When he 
is baffled, he usually will acknowledge that fact, and 
within a few days the physician is likely to receive 
the information he wanted—a brochure or a per- 
sonal letter from the representative’s home office. 

The larger pharmaceutical companies train their 
professional service representatives in the finest edu- 
cational techniques. They are taught to present a 
client with only one or two facts at each call. Their 


brochures, diagrams, and other demonstration ma- 


terial are designed to make the client’s learning as 
painless as possible. A few of the pharmaceutical 
companies reinforce the efforts of their professional 
service representatives by publishing booklets or 
magazines that are mailed free to all physicians who 
want them. One or two of these publications are 
unexcelled in beauty and value of presentation of 
medical information. 

Obviously, these activities of the pharmaceutical 
companies are in the best tradition of a form of ad- 
vertising that is as American as an ice cream cone. 
They constitute selling by service. It seems only 
right, therefore, that we recognize these salesmen 
by the title they deserve—Professional Service Rep- 
resentative. 
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Infections in Families 


As FAMILIAR to general practitioners as their own 
families is the problem of infectious diseases that 
go round and round within a family group because 
the group is its own reservoir for a pathogenic 
organism. In the Journal of the American Medical 
Association for April 25, 1953, Kempe emphasized 
the obligation of a family physician to recognize 
and remove this threat to family health. 

Recognition of the situation can be difficult, espe- 
cially when a family is afflicted by illnesses that 
seem unrelated because they occur successively 
rather than simultaneously, because some members 
of the group are spared (they being healthy “‘car- 
riers” of the infecting organism), and because sites 
of infection are dissimilar. For example, Kempe 
cited an experience with a family of eight persons 
in whom pneumococci caused trouble. If there had 
been an epidemic of lobar pneumonia in this family, 
appraisal of the true state of affairs would have been 
easy. Instead, five members of the family were ill at 
different times with such varied diseases as otitis, 
sinusitis, pharyngitis, bacteremia, vaginitis, and 
peritonitis. One youngster was sick three times 
before the outbreak stopped. 

When a physician suspects that seemingly un- 
related illnesses in a family have a common bacte- 
riologic cause, he has an obligation to identify that 
cause by means of appropriate studies, usually in- 
cluding cultures. In this connection, detection of 
healthy “‘carriers”” assumes paramount importance, 
because control of the infections may require that 
the “carriers” be treated along with the sick. In 
the instance of a family infection with a hemolytic 
streptococcus, thorough eradication of that organ- 
ism is especially urgent because of its property of 
causing serious remote effects such as rheumatic 
fever and diffuse glomerulonephritis. 


Annual Reports on Stress 


Lasr January, GP published an editorial on ““Dan- 
gers in Research Programs.” Attention was directed 
there to the fact that communication of medical 
information is breaking down because of the sheer 
volume of publications. In order to prevent it from 
getting “lost,” new devices were advocated for cata- 
loguing, finding, and communicating information. 
One such new device is the work of Hans Selye and 
his associates at the University of Montreal—an 
“Annual Report on Stress,” the second of which 
appeared early this year. In these reports the 


authors have collected and evaluated all relevant 
publications in the field. 

In a recent letter to editors of medical journals, 
Selye and Horava gave some insight into the enor- 
mity of their task in preparing an annual report. 
It has entailed a survey of 2,000 to 4,000 publica- 
tions each year. In order to insure prompt inclusion 
of relevant publications in the annual reports, they 
want authors of original papers to send reprints of 
their publications to Dr. Selye at the Institute of 
Experimental Medicine and Surgery, University 
of Montreal, Case Postale 6128, Montreal. Such 
co-operative effort between the authors and the re- 
viewers is sure to raise the already high standards 
of the annual reports. 


Share the Blame 


Ir 1s easy to be critical of the way some specialists 
take over completely in cases referred to them, but 
they are not the only ones to blame. There are 
three principal reasons for the practice: (1) geo- 
graphical separation of consultant and referring 
physician, (2) specialists’ greed. and (3) general 
practitioners’ default. 

The first two reasons can be quickly dismissed. 
When consultant and referring general practitioner 
are miles apart, it is only natural that the general 
practitioner should drop out of the picture tempo- 
rarily, particularly when he has specified that he 
wants the consultant to administer any treatment 
that is immediately indicated. Although specialists’ 
greed is inexcusable, it can be controlled in some 
measure if general practitioners are careful in selec- 
tion of consultants. 

The question of general practitioners’ default is 
not so easily disposed of. Having encountered a 
difficult diagnostic or therapeutic problem, the gen- 
eral practitioner refers the patient to a consultant 
for diagnosis, or treatment, or both. Then, instead 
of working with the consultant, the referring physi- 
cian withdraws, at least for the time being, and 
leaves all details of management to the consultant. 
Sometimes this is done because the general practi- 
tioner is very busy and is glad to relinquish a case 
that might otherwise take a good deal of his time. 
Or he may excuse himself because he truly believes 
that his services would only duplicate those of the 
consultant and result in unnecessary expense for 
the patient. 

Neither reason is a good one. The general prac- 
titioner, as family physician, has an obligation to 
continue on the case, at least as an observer. If ex- 
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pense to the patient is a consideration, this feature 
should be fully discussed by all parties concerned, 
and physicians’ fees adjusted according to the needs. 
By relinquishing the patient, the family physician 
may lose an opportunity to learn things about his 
patient that would be important to future medical 
care. At the same time, he does not avail himself of 
an exceptional educational advantage. By working 
with good consultants in his difficult cases, the gen- 
eral practitioner sharpens his own diagnostic acu- 
men and enlarges his knowledge of therapy. 

The blame for this kind of default lies with both 
physicians. Surely the general practitioner must 
acknowledge that he is shirking his responsibility. 
At the same time the consultant shares the blame 
by allowing the default. By his attitude toward pa- 
tient and referring physician, the specialist can do 
much to make that physician feel welcome and in- 
dispensable. As a consultant, he has an obligation 
to teach and a right therefore to insist that the 
general practitioner work with him. It seems clear 
that any other arrangement implies that the general 
practitioner forfeits his right as family physician, 
and the specialist loses his status as a consultant. 


Hospital Staff Appointments 
Tue lack of staff privileges in hospitals for general 
practitioners, particularly in the larger cities, has 
been the subject of much discussion. The Hospital 
Council of Greater New York has now done some- 
thing about it. First, it made a two-year study to ob- 
tain the facts and then outlined its recommenda- 
tions. The results of this study were published in 
book form in December of 1951 by the MacMillan 
Company under the title, “Hospital Staff Appoint- 
ments of Physicians in New York City.” 

According to this study, out of a total of 15,000 
practicing physicians in New York City, approxi- 
mately 2,500 did not have hospital staff appoint- 
ments. Not all of the 2,500 are general practitioners 
but many of them are, and the Hospital Council of 
Greater New York believes that every practicing 
physician should be able to serve his private patients 
in the hospital. 

Similar in most respects to the recommendations 
of the American Academy of General Practice, the 
recommendations of the Hospital Council are, in 
part: 

“For the benefit of the community and of the 
practicing physician, it is desirable for all doctors 
in active practice to have hospital connections which 
afford them not only the privilege of caring for their 
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private patients, but also the educational advantages 
gained from working in wards and out-patient de- 
partment. ... 

‘Every physician has an obligation to the com- 
munity and to himself to keep abreast of medical 
knowledge throughout his professional life. Mem- 
bership on the regular staff of a well-organized and 
well-equipped hospital is essential for a physician’s 
continuing education. Hospitals should make this 
opportunity available to the practicing physicians of 
the community. Furthermore, the hospitals should 
so organize their staff programs that the physician’s 
association is an educational experience. A regular 
staff appointment enables the practicing physician 
to participate in the hospital’s program of com- 
munity service. It is desirable that he have assign- 
ments in both in- and out-patient services. 

“Every physician engaged in active practice 
should be able to serve his private patient in the 
hospital, as well as in his office or in the patient’s 
home. This does not mean that the doctor should 
have unrestricted privileges in the care of his pa- 
tient in the hospital. If he has private patient privi- 
leges in an institution with a well-organized medical 
staff, the medical procedures he is permitted to car- 
ry out are based on his qualifications.” 

Because of his interest in general practice, Dr. 
Anthony J. J. Rourke, Executive Director of the 
Hospital Council of Greater New York, has sent a 
copy of the book to the president and secretary of 
each of the Academy’s State Chapters, as well as to 
all members of the American Academy’s Commis- 
sion on Hospitals. Chapter Eleven of the book is de- 
voted to the general practitioner. The philosophy 
and principles presented in the Academy’s Manual 
on General Practice in Hospitals are recognized 
and supported. 

Each city, of course, has its own problems regard- 
ing hospitals, hospital beds, and staff appointments. 
If the Hospital Councils in other cities will use the 
New York City Council’s approach as a guide to 
these problems, there will be greater opportunity 
for cooperative effort to improve medical care in 
hospitals. 

More recognition of the fact that hospital staff 
appointments for all practicing physicians in a com- 
munity is basic to continued improvement of quality 
of medical care and is a major step forward in the 
integration of the general practitioners into the 
staffs of local hospitals. The Hospital Council of 
Greater New York has made a large contribution 
toward better understanding of this important 
concept. 
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BY ISAAC H. MANNING, JR., M.D. 
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Physiologic and therapeutic mechanisms 
in the pituitary-adrenocortical system. 


ADRENOCORTICOTROPHIC hormone and _ cortisone 
have been found beneficial in a wide variety of dis- 
eases, many of which have had no apparent etiologic 
similarity. The results produced by these hormones 
have led to new concepts of the etiologic mecha- 
nisms in some of the diseases which have responded 
with improvement. Although the therapeutic possi- 
bilities of ACTH and cortisone are still undergoing 
wide study, and knowledge of these possibilities is 
still incomplete, sufficient clinical studies have been 
reported to allow evaluation of results. This review 
is designed to evaluate the present status of ACTH 
and cortisone in the treatment of various blood dis- 
orders. Therapy with these agents produces wide- 
spread physiologic effects, and a thorough knowl- 
edge of the general physiologic and hematologic 
effects, as well as methods and dangers of adminis- 
tration, is necessary before using them clinically. 


General Physiologic Effects 


Adrenocorticotrophic hormone is secreted prob- 
ably by the basophilic cells of the anterior pituitary 
gland. The rate of secretion is stimulated by epi- 
nephrine, acting possibly through intermediary nu- 
clei in the anterior hypothalamus, and is suppressed 
by an autoregulatory effect of increasing titers of cir- 
culating adrenal cortical hormones. The administra- 
tion of exogenous ACTH circumvents this physi- 
ologic mechanism, and the effects of ACTH are ob- 
tained without regard to the normal pituitary pro- 
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ACTH and cortisone are effective palliative agents in some acute leukemias. They have no place in management 


of hereditary spherocytosis, but they are particularly useful for acquired hemolytic anemias in which hemolysis 
is attributable to an abnormal immune mechanism. They provide some benefit in cases of secondary acquired 
hemolytic anemia when the underlying disease is one that responds to ACTH or cortisone. For idiopathic 
thrombocytopenic purpura, ACTH and cortisone are valuable for stabilizing the condition of the patient until 


duction of ACTH, which actually is depressed as a 
result of administered ACTH. 

Accumulated evidence suggests that ACTH has 
no physiologic effects of significance except those 
resulting from stimulation of a physiologically re- 
sponsive adrenal cortex. Therefore, ACTH is in- 
effective in the treatment of diseases in patients with 
nonfunctioning adrenal cortex, such as occurs, for 
example, in Addison’s disease. 

In patients who fail to show response to ACTH, 
the functioning capacity of the adrenal cortex must 
be determined. This can be done clinically by means 
of the 4-hour or 48-hour ACTH tests in which a fall 
in circulating eosinophils and a rise in urinary ex- 
cretion of 17-ketosteroids or 11-oxysteroids are con- 
sidered indications of normal functional capacity of 
the adrenal cortex. 

Adrenocorticotrophic hormone stimulates the 
human adrenal cortex to secrete three different gen- 
eral types of hormones, including (a) compound 
F-like hormones (principally 17-hydrocorticosterone 
and corticosterone, with possibly small amounts of 
cortisone), (b) 11-desoxycorticosterone-like com- 
pounds (such as 11-desoxycorticosterone and 11- 
desoxy-17-hydroxycorticosterone), and (c) andro- 
gen-like steroids (such as adrenosterone). 

Cortisone (Compound E) has the physiologic ef- 
fects of the first of these groups and serves as sub- 
stitution for the compound F-like steroids when ad- 
ministered therapeutically. This group of hor- 
mones has important effects on carbohydrate, pro- 
tein, fat, and uric acid metabolism, but exerts less 
effect than the 11-desoxycorticosterone-like com- 
pounds on sodium, potassium, chloride, calcium, 
phosphorus, and water balance. 


he recovers spontaneously or until splenectomy can be done. 


The third group, or androgen-like steroids, have 
an anabolic function and appear to antagonize the 
catabolic effects of compound F-like steroids such 
as cortisone. Excessive amounts of the androgen- 
like hormones cause masculinizing effects. 

In the clinical use of ACTH and cortisone it is 
important to keep in mind that there is an overlap- 
ping effect of the various adrenal corticoids and 
that hypercorticalism induced therapeutically may 
present signs of disturbance of any of the known 
functions of the adrenal cortex. Hypercorticalism 
has been frequently reported in patients with blood 
disorders treated with ACTH and cortisone. 

Manifestations of Hypercorticalism. Excessive ad- 
renal cortical activity due either to the administra- 
tion of ACTH or cortisone may result in retention 
of sodium and water, lowering of plasma chloride, 
increase in plasma bicarbonate, and lowering of in- 
tra- and extracellular potassium. These changes 
may result in electrolyte disturbances, including hy- 
pochloremic alkalosis, or hypokalemia with its char- 
acteristic electrocardiographic changes. 

To prevent dangerous shifts in electrolytes during 
the administration of ACTH and cortisone, the pa- 
tient should be placed on a low salt diet, fluid intake 
should be restricted to 1,500 cc., and potassium 
chloride should be administered in enteric-coated 
tablets in dosages of 3 to 8 Gm. daily. 

Other metabolic disturbances may be encount- 
ered, such as the development of glycosuria and hy- 
perglycemia as result of the anti-insulin effect of 
ACTH and cortisone or through a reduction of 
blood glutathione levels. In diabetic patients it may 
be necessary to increase insulin dosage during the 
period of therapy, and a sharp reduction in insulin 
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dosage may be necessary during the post-treatment 
period to prevent hypoglycemia. 

Disturbances of protein metabolism with negative 
nitrogen balance may follow prolonged use of 
ACTH or cortisone, and a diet high in protein is ad- 
visable. Disturbances of fat metabolism may appear 
in the form of characteristic alterations in fat dis- 
tribution resulting in rounding of facial contours, 
deposits of fat in the cervical and upper trunk area 
giving the so-called “buffalo hump,” and loss of 
fat from the arms and legs. 

Other signs of hypercorticalism include increased 
pigmentation, acne, hirsutism, striae, and the de- 
velopment of hypertension. These signs are par- 
ticularly common among children treated with 
ACTH and cortisone. Psychoses have occurred in 
patients who have previously shown psychoneu- 
rotic or psychopathic traits prior to therapy, and 
suicides from depressions resulting from therapy 
have been reported. 

Signs of hypercorticalism have been noted fre- 
quently among patients with blood disorders treated 
with ACTH and cortisone and should be familiar to 
the physician using these agents, as they are re- 
versible, can be controlled readily by proper pre- 
cautions and dosage, and usually disappear prompt- 
ly on discontinuance of therapy. 


Hematologic Effects 


Adrenocorticotrophic hormone and _ cortisone 
have been shown to have effects upon the hema- 
topoietic system of both normal individuals and pa- 
tients with blood disorders. Administration of these 
agents has usually produced a definite neutrophilia 
which may occur within four hours and may per- 
sist for days to weeks. The differential count often 
shows a shift to the left. The degree of neutrophilia 
does not always parallel the degree of adrenal corti- 
cal activity. Although less consistent than neu- 
trophilia, lymphocytopenia is also noted. This is often 
of short duration and may be followed by a com- 
pensatory rise in lymphocyte count. Lymphocyto- 
penia has not been found so frequently in patients 
with blood disorders as has neutrophilia. 

A decrease in the number of circulating eosinophils 
has been observed to occur within three or four 
hours after administration of ACTH and cortisone, 
and this reduction in eosinophils has been used as 
a qualitative test for evaluating adrenal cortical 
activity. In many of the blood disorders, however, 
the number of circulating eosinophils may be low 
as a result of the disease, so the value of eosinopenia 


as an index of cortical activity is diminished. ACTH 
and cortisone appear to have no significant effects 
upon monocytes and basophilic leukocytes. 

In normal subjects, ACTH and cortisone appear 
to have no effect upon the erythrocytes of the periph- 
eral blood other than changes which can be at- 
tributed to hemodilution. In patients with blood dis- 
orders, they have produced reticulocytosis, eryth- 
roid maturation and hyperplasia in the bone mar- 
row, and increase in hematocrit and red blood cell 
counts in a number of diseases with anemia, such 
as rheumatoid arthritis, disseminated lupus erythe- 
matosus, leukemia, and others. The occurrence of 
polycythemia in Cushing’s disease is well known. 

Although the possibility that ACTH and corti- 
sone may represent specific hemopoietic stimulants 
has been suggested, the evidence available suggests 
that anemia which responds to therapy with ACTH 
and cortisone does so as a result of alteration of 
etiologic factors in the underlying disease which al- 
lows more normal bone marrow production of 
erythrocytes, rather than as a result of direct bone 
marrow stimulation. 

There has been no evidence that these agents 
have any effect upon the circulating thrombocytes 
of normal individuals, but there is considerable evi- 
dence to show that striking éhrombocytosis frequently 
follows their use in the treatment of certain blood 
disorders associated with thrombocytopenia. The 
blood coagulation mechanism does not appear to be 
affected by the administration of these agents to 
normal subjects, but bleeding tendencies in patients 
with purpura may be controlled by an increase in 
thrombocytes or by increases in resistance of the 
blood vessel walls. 

The effects of ACTH and cortisone on many of 
the tissue enzyme systems of the body are being 
studied, but the effects of these changes on blood 
disorders, infections, allergic diseases, and tissue 
metabolism remain to be clarified. There is no 
doubt, however, that these effects are playing im- 
portant roles in the beneficial results obtained in 
the treatment of blood disorders, particularly those 
having to do with immune mechanisms and inflam- 
matory reactions. 


Dosages and Contraindications 


The dosages of ACTH and cortisone used in the 
treatment of blood disorders must be individualized 
to some extent according to the disease under treat- 
ment, the age of the patient, and the responsiveness 
of the patient to therapy. Since ACTH is rapidly 
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destroyed in the body, the total daily dosage is most 
commonly given in four intramuscular injections at 
six-hour intervals, the total initial doses used in 
adults usually ranging from 100 to 200 mg. daily or, 
rarely, as low as 50 mg. 

The initial dosage is maintained until remission 
of the disease under therapy is produced or until 
manifestations of hypercorticalism require reduction 
in dosage. Maintenance dosage may be as low as 
25 to 50 mg. daily. 

In some therapeutic situations, the intravenous 
administration of 20 mg. of ACTH in a normal 
saline infusion over periods of eight hours or longer 
may produce results similar to those obtained with 
much larger dosages by the intermittent injection 
method. 

The recent development of repository prepara- 
tions for intramuscular and deep subcutaneous in- 
jection, consisting of ACTH in gelatin and propyl- 
ene glycol, may simplify the problem of therapy 
with ACTH. Initial dosages of 40 to 60 mg. every 
twelve hours, and maintenance dosages of 10 to 
40 mg. once daily, may be effective. 

Cortisone may be given orally in tablet form or 
intramuscularly in a suitable suspension. Oral ad- 
ministration has obvious advantages and appears 
equal in effect to intramuscular injection. Daily 
initial dosages range from 200 to 300 mg. in four 
doses daily, given at six- or twelve-hour intervals. 


ACTH and cortisone are generally contraindi- 
cated, or only to be given with exceptional pre- 
cautions, in patients with hypertension, diabetes 
mellitus, chronic nephritis with impending or se- 
vere azotemia, Cushing’s syndrome, congestive 
heart failure, hirsutism, active tuberculosis, active 
peptic ulcers, and known psychotic or psycho- 
pathic personalities. 

A summary of the effectiveness of ACTH and 
cortisone in various blood disorders will be noted 
in Table 1. More detailed discussion of individual 
blood disorders and the effectiveness of ACTH and 


cortisone as therapeutic agents follows. 


Leukemias, Lymphomas, and Other Tumors 
The present therapy of this group of blood dis- 


orders involves the use of a number of agents which 
are destructive for neoplastic cells either because 
they can be localized selectively to some extent to 
the abnormal cells, or because the rapidly growing 
and metabolizing abnormal cells are more suscepti- 
ble to injury by the agent than normal cells. Prac- 
tically all of these agents possess the capacity to 
produce serious damage to normal tissues and for 
this reason must be used carefully and in the proper 
dosage. It has become apparent that certain types 
of cells are more susceptible to one agent than to 
another, and therefore consideration must be given 


Table 1. Therapeutic evaluation of ACTH and cortisone in blood disorders. 


definite therapeutic value 


limited or uncertain therapeutic value 


no therapeutic value 


Acute lymphocytic leukemia 
Acute myelocytic leukemia 
Acute stem cell leukemia 


lymphosarcoma 
Leukemia cutis 


Mycosis fungoides 
Multiple myeloma 


Idiopathic acquired hemolytic anemia 
(immunohemolytic or hypersplenic) 


Secondary acquired hemolytic anemia in 
conditions responding to ACTH or 
cortisone 


Sickle cell anemia 


Idiopathic thrombocytopenic purpura 
Nonthrombocytopenic purpura 
(anaphylactoid) 


Hodgkin's disease 


Chronic aplastic anemia (rarely) 


Simple chronic anemias due to conditions 
responding to ACTH or cortisone 


Secondary thrombocytopenic purpuras 
due to conditions responding to 
ACTH and cortisone 


Acute monocytic leukemia 
Chronic monocytic leukemia 
Chronic myelocytic leukemia 
Chronic lymphocytic leukemia 
Plasma cell leukemia 


Acquired hemolytic anemia dve to direct 
destruction of erythrocytes by chemicals, 
etc. 

Congenital hemolytic anemia 

Acute aplastic anemia 

Chronic aplastic anemia 

Simple chronic anemia 

Myelophthisic anemias 

Pernicious anemia 

Macrocytic anemias of other types 

Anemias due to iron deficiency and blood 
loss 


Secondary thrombocytopenic purpuras due 
to conditions which do not respond to 
ACTH and cortisone 

2 Thrombotic thrombocytopenic purpura 
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to the type of neoplastic cell involved in the disease 
under therapy in selecting the proper agent or com- 
bination of agents for treatment. 

ACTH and cortisone differ from other agents 
used in the treatment of these diseases in that they 
have relatively little destructive effect upon normal 
tissues, and in some instances seem to produce their 
effect upon tumor growth by some means other than 
a direct destructive effect upon the neoplastic cells. 
At the present time, there is no treatment which 
cures any of this group of malignant blood disor- 
ders, with the possible exception of the rare cures 
resulting from early surgical excision of a primary 
malignant process. Based on the criteria for cures of 
other diseases, the temporary remissions produced 
by therapy are often disappointing and result in 
little or no increase in the life span of the patient. 
Treatment may, however, alleviate suffering, main- 
tain the patient in a more comfortable and useful 
condition, and may prolong life from a few weeks 
to even years. 

Leukemias. The usefulness of ACTH and corti- 
sone in the treatment of leukemias has been largely 
limited to the treatment of acute myelogenous leu- 
kemia and acute lymphocytic leukemia in children 
and young adults. Remissions have been reported in 
approximately 50 per cent of patients with these 
diseases. 

Leukemic patients with low or normal total leuko- 
cyte counts seem to respond better than those with 
counts over 200,000 per cu.mm. In a number of re- 
ported cases, the remission has been so complete 
as to return the clinical and hematologic condition 
of the patient to normal. Unfortunately, the remis- 
sions are of short duration and vary from a few 
days to six weeks, or rarely longer, and are followed 
by a return of the leukemic picture. Second remis- 
sions can often be produced, but are of shorter du- 
ration and may require larger dosages of the drugs. 
Third remissions do not usually occur. 

Recent studies suggest that ACTH and cortisone 
are less effective than folic acid antagonists in pro- 
ducing remissions in acute leukemia, but, because 
of lesser toxicity, they may be the agent of first 
choice in acute leukemias of stem cell, myelogenous, 
or lymphocytic type. The use of ACTH and corti- 
sone, in conjunction with folic acid antagonists will 
produce remissions longer than is possible with 
either group of drugs alone, as it has been shown 
that, when resistance develops to one group of 
drugs, remissions may still be obtained with the 
other group. Therapy using these combined agents 
has produced remissions lasting four to twelve 


months longer than the average life expectancy of 
patients with acute leukemia who have received no 
therapy or previous methods of therapy. 

Initial dosages of ACTH should be given in the 
range of 20 to 50 mg. every six hours (80 to 200 mg. 
daily). Cortisone is given in dosages of 100 to 300 
mg. daily. Initial dosage should be maintained until 
remission occurs or hypercortical effects necessitate 
reduction in dosage. Therapeutic effects may be ob- 
tained within three to four weeks, and dosage 
should then be reduced to maintenance levels 
(ACTH 20 to 40 mg. daily; cortisone 50 to 100 mg. 
daily) and continued until relapse recurs. Relapse 
should be treated by immediately resuming initial 
treatment dosages, or larger dosages, if necessary. 

Acute monocytic leukemias and chronic leu- 
kemias of the granulocytic, lymphocytic, and mono- 
cytic series have not generally responded to treat- 
ment with ACTH and cortisone. Patients with 
chronic lymphocytic leukemia, treated with ACTH 
or cortisone, may show a feeling of well-being, in- 
creased appetite, appreciable shrinkage of enlarged 
lymph nodes, livers, and spleens, moderate retic- 
ulocytosis with variable rise in hemoglobin and red 
cell levels, and slight rises in thrombocyte counts. 
However, there is usually a rise in the peripheral 
white blood cell count during the first two weeks of 
therapy, usually without significant change in the 
differential count, and no improvement in the bone 
marrow picture. Refractoriness invariably develops 
and at best these agents have only a slight tem- 
porary palliative effect. 

Chronic myelocytic and lymphocytic leukemias 
are best treated with radioactive phosphorus, x-ray 
therapy, and possibly urethane, nitrogen mustard, 
and triethylenemelamine. Chronic monocytic leu- 
kemia responds to radioactive phosphorus and x-ray 
therapy. 

Hodghin’s disease is most effectively treated at the 
present time with x-ray, nitrogen mustard, and pos- 
sibly triethylenemelamine. ACTH and cortisone 
may have palliative effects, even after these other 
agents have ceased to be effective, for periods of a 
few days to two weeks or rarely longer, but the re- 
sults are hardly sufficient to be of practical value. 
There may be variable reduction in the size of en- 
larged lymph nodes and spleen, fall in temperature, 
decreased itching of the skin, temporary return of 
appetite, and euphoria, but these effects are not 
always obtained and are invariably of short dura- 
tion, with the disease continuing its downward 
course. 

Lymphosarcoma is best controlled by the com- 
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bined use of x-ray, nitrogen mustard, or triethyl- 
enemelamine. ACTH and cortisone have produced 
remissions of one to four months’ duration, with 
reduction in the size of tumor masses, enlarged 
glands, and splenomegaly. These results may be ob- 
tained with two or three courses of therapy, but 
refractoriness invariably results. In patients with 
advanced disease who have had previous extensive 
therapy with x-ray, nitrogen mustard, or tri- 
ethylenemelamine, the palliative effects of ACTH 
or cortisone are likely to be of short duration, or 
they do not occur. 

Leukemia cutis has responded occasionally to 
therapy with ACTH or cortisone. The response of 
mycosis fungoides has been variable and unpredicta- 
ble but cases have been reported where the skin 
lesions have improved considerably, only to reap- 
pear rapidly on discontinuation of therapy. Other 
cases have shown little or no response. X-ray thera- 
py and nitrogen mustard are more effective forms 
of therapy. 

In disease of the plasma cell series, including multi- 
ple myeloma, plasmoma, and plasma cell leukemia, 
urethane appears to be the most effective therapeutic 
agent at the present time. ACTH and cortisone 
have been used in a number of myeloma patients, 
with subjective and objective evidence of improve- 
ment, as manifested by disappearance of pain, re- 
duction in serum myeloma protein, rise in reticulo- 
cyte and hemoglobin levels, and improvement in 
renal function. There is usually no improvement in 
the infiltration of the bone marrow by plasma cells. 

Symptoms may reappear within twenty-four 
hours after therapy is discontinued, but remissions 
may be produced by further course of therapy with 
larger initial dosages and later maintenance dosage. 
Temporary improvement probably occurs in less 
than 15 per cent of myeloma patients, and the 
value of ACTH and cortisone is limited. 

In addition to effects which may be considered 
directly beneficial in the management of this group 
of blood disorders, certain other effects of ACTH 
and cortisone may be used to advantage in therapy, 
as for example, in management of secondary ac- 
quired hemolytic anemia, hypersplenic states, in- 
fections which do not respond satisfactorily to anti- 
biotics, and complicating allergic conditions. 


Leukopenia and Agranulocytosis 


Abnormally low leukocyte counts or agranulocy- 
tosis may occur from a number of diseases, includ- 
ing certain infections, cachectic states, collagen dis- 
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eases, hemopoietic disorders such as primary hyper- 
splenism, Banti’s disease, agranulocytosis, aplastic 
anemias, and “aleukemic” leukemias, numerous 
chemical agents, radioactive substances, and ana- 
phylaxis. The efficacy of ACTH and cortisone in 
the treatment of leukopenia due to many of these 
conditions remains to be investigated. 

Temporary improvement in leukopenia associ- 
ated with certain collagen diseases, such as dis- 
seminated lupus erythematosus, rheumatoid ar- 
thritis, and periarteritis nodosa, may occur, and in 
a number of hemopoietic disorders neutrophilia fol- 
lows the administration of ACTH or cortisone. 

The beneficial effects of these agents in drug 
hypersensitivities is well known, but only a few 
case reports are available to show their usefulness in 
the treatment of agranulocytosis due to hyper- 
sensitivity to chemical substances. Two cases have 
been reported showing disappearance of sulfona- 
mide-induced agranulocytosis following therapy 
with ACTH and cortisone. Two cases of agranulo- 
cytosis due to theosemicarbazone (used in the treat- 
ment of arthritis) have also shown dramatic im- 
provement. It is possible that these agents may 
prove of value in agranulocytosis due to hyper- 
sensitivity to other chemical substances or toxins. 

In two cases of splenic neutropenia and rheu- 
matoid arthritis (Felty’s syndrome), neutropenia 
was corrected by daily dosages of 100 mg. of ACTH, 
and the bone marrow showed increased granulocytic 
maturation during therapy, but neutrophil counts 
returned to pretreatment levels within several days 
after therapy was discontinued. Further investiga- 
tion is needed to clarify the status of ACTH and 
cortisone in the treatment of agranulocytosis. 


Congenital and Acquired Hemolytic Anemias 


Hemolytic anemias are disorders in which the 
life span of the erythrocyte is significantly shortened 
and are manifested by evidence of increased erythro- 
cyte destruction. They may be acute, subacute, or 
chronic and may be manifested by pallor, icterus, 
splenomegaly, hepatomegaly, fever, pigmentation of 
the skin, weakness, and weight loss. Laboratory 
evidence of erythrocytic destruction is revealed by 
the presence of reticulocytosis, increased fecal 
urobilinogen excretion, increased serum bilirubin, 
hemoglobinemia, spherocytosis, macrocytosis, and 
normoblastic hyperplasia of the bone marrow. 

Hemolytic anemias may be classified into two 
main groups having basically different etiologic 
mechanisms and responding differently to adminis- 
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tration of ACTH and cortisone. These two groups 
are congenital hemolytic anemia (“hereditary sphe- 
rocytosis”) and acquired hemolytic anemia. 

Hereditary spherocytosis is the result of an in- 
herited “intrinsic” defect of the structure of the 
erythrocyte and is characterized by the presence of 
spherocytes or abnormally thick red cells having in- 
creased osmotic and mechanical fragility. The trait 
is transmitted as Mendelian dominant and can usu- 
ally be found in more than one member of an af- 
flicted family. Although the abnormality in the red 
cells persists after operation, splenectomy is usually 
promptly and permanently beneficial, and ACTH 
and cortisone have found no significant place in the 
therapy of this type of hemolytic anemia. 

Acquired hemolytic anemia is due to destruction 
of erythrocytes by an “extrinsic” or extracorpuscu- 
lar mechanism. The different etiologic mechanisms 
allow classification of this rather complex, hetero- 
geneous group of conditions into three divisions: 
(1) those due to increased erythrocyte destruction 
by the direct action of bacterial, chemical, physical, 
and other agents; (2) those due to destruction of 
erythrocytes by the reaction of isoantibodies with 
erythrocyte-bound antibody globulin; and (3) those 
due to some abnormal splenic or hypersplenic 
mechanism. The second and third groups may be 
subdivided into idiopathic and symptomatic groups 
depending upon the demonstration of a known 
causative disorder. 

Recent studies have shown that many patients 
with idiopathic and symptomatic acquired hemolytic 
anemia fall into the immunohemolytic group. In 
these patients the hemolytic mechanism is ex- 
plained on the basis of an adhesive coating of the 
patient’s erythrocytes by an abnormal globulin de- 
rived from the lymphoreticular system, rendering 
these cells susceptible to the action of iso- and auto- 
antibodies in the serum, which produce agglutina- 
tion, hemolysis, or increased susceptibility to me- 
chanical destruction. 

The presence of erythrocyte-bound antibody 
globulin may be recognized by tests, such as the 
Coombs antiglobulin test, based on the agglutination 
of red corpuscles by the reaction between the 
erythrocyte-bound antibody globulin, and anti- 
human-globulin antibody prepared from rabbits 
immunized with normal human serum. The Coombs 
test is negative in hereditary spherocytosis and is 
usually positive in immunohemolytic anemia and is 
therefore of considerable diagnostic value. 

It is in the immunohemolytic anemias, and to a 
less extent in the hypersplenic hemolytic anemias, 


that ACTH and cortisone have found a valuable 
place as therapeutic agents, apparently as a result 
of their ability to “block” antigen-antibody reactions 
and to depress lymphoid tissue, which is considered 
by many investigators to be the source of circulating 
antibodies. The mechanism by which hypersplenism 
is influenced is unknown. It may be pointed out that 
many cases which were formerly considered ex- 
amples of hypersplenism have been found to fall in- 
stead into the immunohemolytic group. 

The majority of patients with acquired hemolytic 
anemia of this type fall into the “idiopathic” group, 
but it is interesting to note that the group classified 
as “symptomatic” most often occurs in association 
with diseases characterized by lymphoid prolifera- 
tion, such as lymphocytic leukemia, lymphosar- 
coma, Hodgkin’s disease, and similar disorders. 

ACTH and cortisone have been found to be ef- 
fective in both the idiopathic and symptomatic ac- 
quired hemolytic anemias and generally produce re- 
missions in the hemolytic process which are main- 
tained for variable intervals and, in some instances, 
appear to be permanent. 

Splenectomy in idiopathic acquired hemolytic 
anemia has been effective in not more than 50 per 
cent of operated cases, and not infrequently the 
hemolytic process has continued without significant 
improvement. ACTH and cortisone have been 
found to be effective therapeutic agents in this type 
of acquired hemolytic anemia and may in some in- 
stances avoid the necessity for splenectomy. They 
have also been found to be valuable therapeutically 
in the preoperative preparation of poor-risk patients 
requiring splenectomy during a hemolytic crisis, a 
serious situation that has previously been associ- 
ated with high surgical mortality. They have been 
effective in controlling hemolytic crises in patients 
who have had splenectomy with unsatisfactory 
clinical improvement, and may be combined with 
splenectomy as a valuable supplement to surgical 
treatment. 

In the symptomatic acquired hemolytic anemias, 
ACTH and cortisone may be of some value in con- 
trolling or temporarily improving the causative dis- 
orders such as leukemias, lymphomas, collagen 
diseases, infections, and other diseases, thereby 
influencing the etiology of the secondary hemolytic 
mechanism. 

The dosage of ACTH or cortisone in initial 
treatment of acquired hemolytic anemia has been in 
the range of 100 to 200 mg. ACTH daily, or 100 to 
300 mg. cortisone daily. Maintenance dosage is 
variable but is in the range of 25 to 50 mg. ACTH 
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and 50 to 100 mg. cortisone daily. The effective- 
ness of therapy is often apparent within five to ten 
days and is manifested by increased reticulocytosis, 
progressive rise in hemoglobin and erythrocyte 
values, decreased evidence of hemolysis, and de- 
crease or disappearance of all detectable antibody 
by the Coombs test, which becomes negative or 
more weakly positive. 

In a group of thirty-three patients with acquired 
hemolytic anemia collected from medical reports, 
twenty-nine have shown remissions which have 
been sustained and complete in some, complete but 
followed by relapse in others, and incomplete and 
followed by relapse in a small number. The high 
incidence of remissions in treated patients has been 
most encouraging, and ACTH and cortisone may 
be considered effective supplements to splenectomy 
and transfusions in acquired hemolytic anemia. 


Paroxysmal Nocturnal Hemoglobinuria 


Paroxysmal nocturnal hemoglobinuria is a rare 
hemolytic disease characterized by intravascular 
hemolysis and excretion of hemoglobin in the urine 
during sleep. Increase in carbon dioxide retention, 
with lowering of hydrogen ion concentration dur- 
ing sleep, has been thought to increase the rate of 
hemolysis of defective red cells in this condition. 

More recently, it has been demonstrated that the 
degree of hemolysis parallels the accelerator-globu- 
lin activity of the blood clotting mechanism (Ac- 
globulin, Factor V, or labile factor of Quick) and 
that the globulin fraction may be the essential 
plasma hemolytic factor. 

Two cases of this rare condition have been 
treated with ACTH and cortisone and reported. 
One case showed slight improvement for only a few 
days, and no improvement occurred in the other. 

There is no information available regarding the 
therapeutic activity of ACTH and cortisone in 
paroxysmal (cold) hemoglobinuria or in march 
hemoglobinuria. 


Erythroblastosis Fetalis 


In the development of erythroblastosis in Rh- 
positive infants born to Rh-negative mothers who 
have become sensitized to Rh-positive blood by 
previous pregnancies or by transfusions with in- 
compatible Rh-positive blood, the etiologic mecha- 
nisms represent an antibody-antigen reaction be- 
tween the mother and child. The effectiveness of 
ACTH and cortisone in the management of ac- 
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quired hemolytic anemias of the immunohemolytic 
type has suggested its use in erythroblastosis. The 
use of standardized antiglobulin tests for anti- 
bodies in the blood of the mother during pregnancy 
and of the infant at birth have been of some value in 
anticipating the severity of the erythroblastotic 
process and in determining the type of treatment 
required (exchange transfusion, simple transfusion, 
or no treatment). 

It is extremely important, in erythroblastotic 
infants, that kernicterus with its later effects of 
mental retardation and effects on muscle co- 
ordination be prevented. This has been effectively 
accomplished by the avoidance of early induction of 
labor, and by the use of exchange transfusion with 
Rh-negative blood from a female donor. The dam- 
age resulting from kernicterus parallels the degree 
of jaundice and is more likely to occur in male 
infants. 

Although a few cases are on record purporting to 
show favorable results in the treatment of erythro- 
blastotic infants with ACTH or cortisone, other 
experiences have been unfavorable. At the present 
time, no conclusion can be drawn as to the effect 
of ACTH and cortisone. Certainly they should not 
be used to replace the present methods of ex- 
change transfusion and simple transfusion unless 
more data are forthcoming to prove their worth. 


Sickle Cell Anemia 


ACTH and cortisone have been used in a small 
number of patients in the management of hemolytic 
crises in sickle cell anemia. It has been demonstrated 
that cold agglutinins are present in a high per- 
centage of patients with this disorder, and it has 
been thought that ACTH and cortisone might 
serve as “blocking” agents. 

The administration of these drugs has been re- 
ported to result in relief of joint pains and ab- 
dominal pain within twelve hours to three days, 
with apparent stabilization of hemolytic crisis. 
However, the value of ACTH and cortisone has 
not been established in this chronic progressive 
blood disorder, and multiple transfusions remain 
the mainstay of treatment. Chemotherapy and 
antibiotics for infection have prolonged life. 


Aplastic and Myelophthisic Anemias 


The results of treatment of acute and chronic 
aplastic anemias with ACTH and cortisone have 
generally been poor, although some temporary 
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improvement in capillary fragility, purpura, and 
neutropenia may be obtained. 

Corticoid therapy, combined with splenectomy, 
has appeared to be of some value in occasional 
patients with chronic aplastic anemia and “chronic 
adynamic anemias,” and rarely, prolonged re- 
missions have been reported following this therapy. 
Since there is no other effective form of therapy 
trial of ACTH and cortisone may be justified and 
may be continued as long as clinical response 
occurs. Initial dosages of ACTH have ranged from 
45 to 200 mg., and initial doses of cortisone, from 
50 to 300 mg. 

Myelophthisic anemia is due to a large number of 
disorders which replace or destroy bone marrow and 
reduce blood formation. ACTH and cortisone have 
proved of value only in those conditions, such as 
acute leukemia, lymphomas, and other conditions, 
where the causative disease can be temporarily in- 
fluenced. There has been no improvement in the 
anemia associated with myelofibrosis. 


Other Anemias 


The administration of ACTH and cortisone to 
patients with pernicious anemia has resulted in 
reticulocytosis, neutrophilia, and apparent matura- 
tion of the bone marrow toward a more normal 
picture, but no significant increase in erythrocytes 
or hemoglobin has been reported, and these agents 
are considered ineffective therapeutically. 

There is little reason to use these agents in the 
macrocytic hyperchromic anemias due to de- 
ficiencies of known erythrocyte maturation factors. 
They have no role in the treatment of the iron 
deficiency group of anemias, or in anemias due to 
acute or chronic blood loss. 


Thrombocytopenic Purpura 


Purpura due to thrombocytopenia may result 
from deficient production of platelets by bone 
marrow megakaryocytes, from excessive removal of 
platelets from the blood, or from a combination of 
these two conditions. In primary thrombocytopenic 
purpura (Werlhof’s disease), no recognizable cause 
can be demonstrated and the etiologic mechanisms 
are obscure. Several theories have been advanced, 
including the inhibition of bone marrow production 
by a hormone-like agent from the spleen, hyper- 
sequestration and destruction of platelets by the 
spleen, and excessive utilization of thrombocytes, 
such as occurs in thrombotic thrombocytopenic 


purpura. Recently, the demonstration of an anti- 
thrombocyte antibody which causes increased de- 
struction of platelets by a process resembling the 
immunohemolytic mechanisms of acquired hemoly- 
tic anemia has been reported. In fact, these two 
conditions may occur simultaneously in the same 
patient. 

Splenectomy is often but not always effective in 
the relief of this condition, and thrombocytopenia 
often persists after splenectomy, even though 
clinical purpura may disappear. Changes in capil- 
lary fragility probably explain this paradox in 
therapy. 

Recent studies have shown that ACTH and 
cortisone are effective agents in producing remis- 
sions in primary thrombocytopenic purpura, and 
their effectiveness has been variously ascribed to a 
direct effect on the capillary walls resulting in an 
increased capillary resistance, to the neutralization 
or suppression of the formation of antithrombocyte 
antibody, and to possible stimulation of bone 
marrow megakaryocytes to increased production of 
platelets. 

Acute types of idiopathic thrombocytopenic pur- 
pura may disappear within a few months with con- 
servative medical treatment, and in these cases 
ACTH and cortisone may be of value in controlling 
acute purpuric manifestations during the evolution 
of the disease in its natural progress toward re- 
covery. Evaluation of the effectiveness of these 
agents is made difficult by the trend toward spon- 
taneous improvement. 

In chronic thrombocytopenic purpuras, trans- 
fusions of fresh blood and splenectomy are the 
most important therapeutic procedures. However, 
evidence is increasing to indicate that ACTH and 
cortisone are effective treatment supplements in 
controlling acute exacerbations of purpura pre- 
paratory to splenectomy, and in controlling pur- 
puric manifestations in those patients who con- 
tinue to have troublesome purpura following 
splenectomy. 

Initial dosage of ACTH in the treatment of 
primary thromboctyopenic purpura has ranged 
usually between 100 and 200 mg. daily, divided 
into four doses at 6-hour intervals, followed by 
maintenance dosages ranging as low as 25 mg. every 
other day, depending upon the dosage required to 
maintain the disease in remission. Cortisone is 
given initially in dosages of 200 to 300 mg. daily, 
followed by maintenance doses of 25 to 50 mg. daily. 
Therapeutic benefits are noted within a period of 
three days to three weeks and appear as a rise in 
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thrombocyte counts and disappearance of purpura. 

Beneficial results are not invariable, and relapse 
may occur, particularly when initial or maintenance 
dosage is inadequate. Second remissions may be 
obtained by resumption of therapy at initial dosage 
levels, or even higher dosage if necessary. In a 
group of twenty-seven cases reported by various 
authors, nine cases showed sustained remission, 
eleven showed good remission but relapsed, four 
showed incomplete remission, and two showed poor 
response. Remissions are variable in duration but 
may be sustained for long periods. 

Thrombotic thrombocytopenic purpura is a rare 
syndrome characterized by widely disseminated 
hyaline thrombi in the terminal arterioles and 
capillaries of many organs, thrombocytopenia, and 
hemolytic anemia. It has been treated with ACTH 
in one patient with temporary remission for ten 
days with subsequent severe relapse in spite of 
continuation of therapy. The dosage of ACTH was 
20 mg. daily, and this dosage may well have been 
too small. Further studies are needed to evaluate 
the effectiveness of ACTH and cortisone in this 
disorder. 

Thrombocytopenic purpura due to known causes 
such as aplastic anemia, injury to bone marrow 
megakaryocytes by chemicals, radioactive sub- 
stances, and infections, displacement of marrow by 


abnormal tissues (myelophthisic thrombocytopenia), 
and hypersplenism due to a variety of conditions, 
responds to therapy with ACTH and cortisone 
only insofar as the primary disease can be in- 
fluenced. However, at the present time, information 
is still lacking in many types of purpura falling in 
this secondary group. 


Nonthrombocytopenic Purpura 


ACTH and cortisone appear to be effective in 
the management of anaphylactoid purpura (Henoch- 
Schoenlein purpura), apparently through effects 
which block the hypersensitivity mechanism which 
causes the generalized vascular injury in this con- 
dition. The reported cases showing improvement 
have been so few in number that final conclusions 
cannot be drawn as to the effectiveness of ACTH 
and cortisone. The well known response of anaphy- 
laxis and numerous allergic conditions to these 
agents would suggest their value in this form of 
purpura. 


Other Hemorrhagic Diatheses 


The effects of ACTH and cortisone in the treat- 
ment of diseases associated with plasma coagulation 
defects, hypoprothrombinema, hyperheparinemia, 
fibrinopenia, and capillary defects such as occur in 
primary hemorrhagic telangiectasia, hereditary 
hemorrhagic diathesis, avitaminosis C, senility, and 
infectious diseases, require study and cannot be 
evaluated at the present time. 

In conclusion, it can be stated that ACTH and 
cortisone cure no blood disorders except those 
which are by their nature self-limited, and in which 
palliation allows time for natural reparative processes 
to occur. In other chronic progressive blood dis- 
orders, any effect they may have is temporary and 
palliative rather than curative, but they may in- 
crease the comfort of the patient and may prolong 
life expectancy. 


An extensive bibliography accompanying this article is 
available upon request from the Editorial Office of GP. 


PAT ON THE BACK 


Ir ENLARGED still further my admiration for the general practitioner, who requires such 
extensive practical experience in order to diagnose early and treat adequately the infinite 
variety of medical and surgical conditions that he meets. The specialist, on the other hand, 
becomes proficient in one little field—a comparatively easy thing to do.—WiLu1AM SHARPE, 


M.D., in Brain Surgeon, Viking Press. 
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BY LYON STEINE, M.D. 


Valley Stream, New York 


When a diagnosis of diabetes is made, treatment depends upon adjustment of relationships of (1) amount of 
endogenous insulin, (2) diet, and (3) exogenous insulin. For overweight patients, a reducing diet is prescribed. 
When ideal weight is attained, or is present from the start, diets vary according to need for calories in 
consideration of usual physical activity. If dextrosuria persists, or if the fasting blood sugar remains high, 
insulin must be injected to supplement the body's supply. 


Ir 1s perhaps unfortunate that diabetes mellitus is 
one of those diseases that causes no discomfort 
until its course is well advanced. There is no doubt 
that diabetes would be discovered much earlier if 
a diabetic suffered a severe headache or a stomach- 
ache or some other disagreeable sensation every 
time his blood sugar rose above 135. As it is, the 
disease is usually discovered in its early asympto- 
matic, precomplication stage only as the result of 
a urinalysis. Every patient therefore, should have 
at least one urinalysis as part of his examination, 
even if the purpose of his visit is only the removal 
of wax from the ears. 

Since diabetes is especially likely to develop in 
those people who are overweight, or have a history 
of diabetes in the family, or both, it is essential for 
early discovery of the disease that these predis- 
posed persons have their urine examined at least 
once every six months. 

When the object of the urine examination is the 
detection of sugar, it is advisable that the specimen 
be collected an hour or two after a heavy meal. The 
specimen the patient usually collects, (the first 
morning specimen) is not the best one to examine. 


When a copper sulfate reducing substance is 
found in a urine specimen, it is usually safe to 
assume that the material is dextrose. It is well to 
remember, however, that substances in the urine 
other than dextrose can reduce copper sulfate. 
Among these are uric acid, creatinine, hippuric 
acid, lactose, and such extraneous materials as 
formaldehyde and chloroform. It should further be 
borne in mind that dextrosuria can occur, in the 
absence of true diabetes mellitus, in a wide variety 
of other conditions. 

The mere finding of sugar in the urine, there- 
fore, does not justify a diagnosis of diabetes melli- 
tus. Before the diagnosis can be made with certain- 
ty, the level of the fasting blood sugar should be 
determined. Better still, a dextrose tolerance test 
should be performed. The importance of the dex- 
trose tolerance test lies in the fact that a person 
may have a normal fasting blood sugar and yet 
have diabetes. 

Assuming the cause of diabetes to be a deficient 
production of insulin by the islet cells of the pan- 
creas, then for all practical purposes the treatment 
of the disease is an adjustment of the interrelation- 
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ships of three factors. These are (1) the amount of 
endogenous insulin produced, (2) the amount of 
food taken, and (3) the amount of exogenous in- 
sulin taken. 

To establish a proper balance of these three 
factors, it is essential that the co-operation of the 
patient be obtained. Regardless of how expert the 
doctor may be in diabetes control, the patient will 
not get a good result unless he follows the doctor’s 
instructions. And the less onerous these instruc- 
tions are, the more readily the patient will follow 
them. Consideration of this fact makes it easier to 
understand why a doctor who has a profound 
knowledge of diabetes may not get as good results 
with his diabetics as a doctor who knows somewhat 
less about diabetes but a great deal more about his 
patients. In the treatment of diabetics the state- 
ment of Plato is especially applicable, “And I said 
of medicine that this is an art which considers the 
constitution of the patient.” 

Endogenous Insulin. This first factor, the amount 
of endogenous insulin produced, can be considered 
constant for each patient. Actually, this factor may 
vary with the degree of diabetic control. If the 
disease is kept under strict control, the amount of 
endogenous insulin produced will sometimes in- 
crease, as demonstrated by a lessened need for 
exogenous insulin. On the other hand if the diabetes 
is allowed to continue without good control, the 
amount of endogenous insulin will diminish, as 
indicated by an increased need for exogenous 
insulin. 

The Diet. The second factor, the amount of food 
taken, is one which can be varied over wide limits. 
Inasmuch as the control of the disease, in the final 
analysis, rests with the patient, everything should 
be done to make things as easy for him as possible. 
He should be allowed to follow his usual type of 
diet as far as possible, with certain reasonable 
limitations. It is undesirable to provide him with a 
fixed diet list by which he is compelled to eat the 
same food each day. 

The diet should consider the patient’s likes 
and dislikes. When a patient who cannot stomach 
eggs is given a diet which directs him to eat two 
eggs for breakfast, his co-operation will be difficult 
to obtain. Similarly, when a man has been ac- 
customed for many years to have a glass of beer 
with his dinner, he is going to be much more co- 
operative if a glass of beer (approximately 110 
calories) is included in his diet. 

A second requisite of the diet is that it must 
achieve and maintain the normal or ideal weight 


of the patient, according to standard life insurance 
tables for age, height, and sex, e.g., the tables of 
ideal weights issued by the Statistical Bureau of 
the Metropolitan Life Insurance Co. 

Therefore, if a patient is overweight, he should 
be put on a reducing diet allowing 1,200 to 1,600 
calories daily. With the diet, the patient should be 
given a list of additional foods (the more the better) 
with their caloric values so that he may have as 
wide a choice of foods as possible. 

Approximately one quarter of the food should be 
eaten at breakfast, one third at lunch, and the re- 
mainder at dinner. To ensure that he receives the 
essential minimum of 70 Gm. of protein daily, he 
should be instructed to eat at least three ounces of 
meat, plus one egg, plus one pint of milk, plus 
one ounce of cheese or other equivalent protein 
material. 

If, on this reducing diet, the sugar clears from 
the urine, no more need be done until the weight 
has fallen to a figure 5 to 10 per cent below the 
ideal weight. At this point the calories should be 
increased to 2,500 for a sedentary man, 3,000 for 
an active man, and 4,000 to 4,500 for a man doing 
hard physical labor. For a woman the correspond- 
ing figures would be—sedentary 2,000, active 2,400, 
very active 3,000. This increase can consist of 
carbohydrate, fat, and protein according to the 
preferences of the patient. 

By selecting foods according to their caloric 
values rather than by their percentage content of 
fat, protein, and carbohydrate, the task of the 
patient (and the doctor) is immeasurably lightened. 
It is necessary only to refer to the caloric value 
of the items on a list of foods in cOmputing the 
daily food allowance, instead of struggling with 
long complicated tables of fat, protein, and car- 
bohydrate content. 

If the urine still remains sugar free and the 
weight stationary on this increased diet, the dia- 
betes can be considered to be under control. A 
blood sugar should be taken for confirmation. In 
collecting specimens of urine for examination, the 
patient should be instructed to collect and to label 
four specimens as follows: (1) before breakfast, 
(2) after breakfast, (3) after lunch, (4) after dinner. 
The result of the examination of only one random 
specimen, especially the first morning one, may 
be misleading. 

Insulin Dosage. If sugar persists in the urine 
while either the reducing diet or the maintenance 
diet is being followed, insulin should be given. 
An estimate of the amount of insulin needed can 
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be obtained by instructing the patient to collect 
all the urine passed during a period of twenty-four 
hours. He measures and records the volume of 
this specimen and brings a sample of it to the 
doctor. From the amount of sugar present in this 
specimen and from the total volume, the number 
of grams of sugar excreted in twenty-four hours 
can be readily calculated. Then, on the basis that 
one unit of insulin provides for the utilization of 
two grams of sugar, an approximate dose of insulin 
can be readily determined. 

When protamine zinc insulin is being used, ap- 
proximately one-fifth of the food should be taken 
at breakfast, two-fifths at lunch, and the remaining 
two-fifths at dinner. When globin insulin or NPH 
insulin is being used, approximately one-quarter 
of the food should be taken at breakfast, one-half 
at lunch, and the remaining one-quarter at dinner. 

If the diabetes is mild, requiring less than forty 
units of insulin daily, or if globin insulin or NPH 
insulin causes reactions in the afternoon, protamine 
zinc insulin is to be preferred. If the diabetes is 
severe, requiring more than forty units of insulin 
daily, or if protamine zinc insulin tends to cause 
insulin reactions during the night, then globin 
insulin or NPH insulin should be used. 

If sugar continues to appear in all four urine 
specimens, the amount of insulin must be increased 
in increments of five units at intervals of two to 
three days until an amount is reached which clears 
the sugar from all the specimens. If sugar appears 
in only one of the four urine specimens, this can 
sometimes be corrected, without increasing the 
amount of insulin, by withdrawing some food from 
the preceding meal and giving it instead at another 
meal or as a snack in the late afternoon (if globin 
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MEDICAL MAXIMS FOR EVERYDAY APPLICATION 
PROLONGED cold water immersion injures the cutaneous and subcutaneous tissues. 


MorPHINE may be quickly absorbed from the empty stomach if it is dissolved in one ounce 
of water and followed by one or two glasses of water. 


Locat phlebitis from intravenous solutions is due chiefly to acidity and hypertonicity. 
—Wiuuo S. Reveno, M.D., 711 Medical Maxims, Charles C Thomas 


insulin or NPH insulin is being used) or at bed- 
time (if protamine zinc insulin is being used). 

In brief then, the diet is adjusted to the patient. 
and the insulin is adjusted to the diet. 


Education of Patients 


Some information should be given the patient 
about the nature of his disease, for example, that 
it is an incurable disease, invariably fatal within a 
few years if untreated, and that the treatment must 
therefore continue throughout life. This dark out- 
look is brightened by the information that, although 
he can never be cured, his disease can be kept 
under control so that he can live a normal life 
through a normal life span. To encourage the 
patient the statement of Osler might be quoted, 
that the way to live a long life is to acquire some 
chronic disease and then to take good care of it. 

He should be advised to weigh himself every two 
weeks, unclothed, on the same scale, and before 
breakfast. Any gain above his ideal weight is un- 
desirable and harmful. Any loss of weight should 
be investigated. 

Special stress should be laid on the care of the 
feet. He should be advised to keep his feet as clean 
as his face by bathing them at least twice daily in 
soap and warm water, to cut the toenails square 
across, to abstain from paring corns and calluses, 
and to be especially careful about the fit of shoes 
and socks. New shoes should be worn only for two 
or three hours at a time until well broken in. 

Finally, he should be instructed to consult his 
doctor in the event of illness or infection, as the 
amount of insulin will probably have to be in- 
creased under these circumstances. 
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Figure 1. (left) Position predisposing to injury to brachial plexus: arm abducted beyond 90°, head tilted away 


from braced shoulder. 


Bracuiat plexus palsy following pelvic surgery has 
been reported more and more frequently in recent 
literature. When patients are placed and maintained 
in the head-down tilt position with the aid of shoul- 
der supports, brachial plexus injury may occur due 
to depression of the shoulder and stretching of the 
nerve roots. This danger is increased if only one 
shoulder brace is used, particularly if the head is 
tilted away from the braced shoulder. Abduction 
of the arm further increases the possibility of injury 
because the head of the humerus, in this position, is 
depressed downward against the brachial plexus. 
Figure 1 demonstrates this faulty position most 
likely to produce palsy. 

To avoid use of shoulder braces, an ankle strap 


Figure 2. (right) Ankle strap for support of patient in Trendelenberg position. 


now in use in several large hospitals is demonstrated 
in Figure 2 and Figure 3. The strap, firmly attached 
to the caudal end of the table, is provided with two 
well-padded ankle supports to suspend the patient’s 
weight in the tilt-down position. Use of this strap 
provides a comfortable safe support for the patient 
and relieves the anesthetist of the inconvenience of 
the shoulder brace. No cases of brachial plexus 
palsy have been reported with its use. 

Additional precautions are (1) maintenance of the 
patient’s arm at her side in the tilt-down position; 
(2) never abducting the arm beyond 90°; (3) 
avoidance of wide separation of the head and shoul- 
ders; and (4) careful attendance of anesthetized 
patients by well-trained personnel. 


Figure 3. Patient supported in good position for avoidance of injury to brachial plexus. 
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BY J. A. SMITH, M.D. AND D. W. CHAPMAN, M.D. 
Departments of Medicine and Psychiatry, Baylor University College of Medicine, Houston 


The history of a stable background in an alert, overly responsive, emotionally labile person who has clinical 
signs of hyperthyroidism is strongly suggestive of toxic goiter. The diagnosis can be definitely substantiated by 
laboratory tests. On the other hand, anxiety is indicated by a history of long-standing emotional difficulties 
preceding the onset of presenting symptoms such as undue concern over diagnosis, intractable fatigue, and 
unwarranted preoccupation with self and bodily sensations. 


Tue similarity of the complaints in the “borderline” 
cases of hyperthyroidism and anxiety makes for dif- 
ficulty in diagnosis. The purpose of this paper is to 
compare those diagnostic points, both medical and 
psychiatric, which are most helpful in differentiat- 
ing the two conditions. 


Definition and Incidence 


Hyperthyroidism is characterized by a continu- 
ously increased metabolic rate due to the excessive 
activity of the thyroid gland. The nonspecific mani- 
festations, reflecting the increased metabolism of all 
the cells of the body, produce the most constant and 
striking features of the disease. Hyperthyroidism 
occurs in diffuse and nodular enlargements of the 
thyroid gland and occasionally in thyroiditis. 
Anxiety is a state of autonomic imbalance accom- 
panied by morbid preoccupation with self. It is a 
painful and unreasoning apprehension which keeps 
one in a condition of poorly controlled panic. The 
repeated psychic and somatic responses are to a fear 
too vague to clarifv and impossible to ignore. Anx- 
iety is pathologic when it exists without apparent 
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cause and cannot be dispelled by the patient’s ef- 
forts alone. 

Physiologically anxiety is fear. Normally fear 
arises from a threat to the individual, and the phys- 
ical changes produced by fear are in preparation for 
removal of, or escape from the threat. In anxiety, 
the fear is internal and may appear illogical to the 
patient, who feels threatened but has no concept of 
what may be causing his fear and lives in dread of 
some unpredictable and unknown danger. In des- 
peration, the discomfort may be attributed to first 
one physical illness and then to another. The pa- 
tient frequently seeks medical attention to escape 
from his own diagnosis. 

Unlike anxiety, which is seen world-wide, hyper- 
thyroidism is most frequently encountered in areas 
of endemic goiter. Hyperthyroidism affects females 
more than males by a ratio of 5:1 in the nongoiter- 
ous areas; the ratio approaches 1:1 in the areas 
where goiters are prevalent. Diffuse toxic goiter, 
which frequently makes its appearance in adoles- 
cence or in the third decade, is more likely to be 
confused with anxiety than toxic nodular goiter. 

In anxiety, a sudden severe fright may provoke 
an excessive response which continues after the 
danger is past. Subsequently one may startle more 
easily and respend unduly to situations which re- 
mind him of the original fright. For instance, a man 
who has been shot may respond much more vigo- 
rously to the sight of a gun or to an unexpected 
noise than one who has not had this experience. 
Likewise, a man who has had one coronary occlu- 
sion will be much more concerned over unexplained 
precordial pain than a man who believes that his 
heart is normal. In such a situation, the memories 
of the previous experience provoke the fear rather 
than the pain itself. 


Past History 


The patient with anxiety will usually have had 
previous similar episodes for which he has been 
treated or from which he has recovered spontane- 
ously. His history will show evidence of emotional 
difficulties preceding by years the development of 
his present illness. Such factors as coming from a 
“broken home” or one in which parental discord 
was marked, or the presence of similar complaints 
in one or both parents, may be elicited in the anx- 
ious individual. 

The patient who develops hyperthyroidism will 
usually have been a stable individual prior to his 
manifesting the signs and symptoms of this disease. 


More often than not the hyperthyroidism will de- 
velop following some emotionally traumatic occur- 
rence. McGavack states that the emotional disturb- 
ances connected with puberty, marriage, pregnancy, 
or a change in environment frequently serve as trig- 
ger mechanisms in the development of hyperthy- 
roidism. He thinks that an increased frequency 
and intensity of stimuli from the hypothalamus and 
other nervous centers during an emotional upheaval 
or severe disease may stimulate the anterior pitui- 
tary. Consequently, more thyroid-stimulating hor- 
mone is produced, and the thyroid gland produces 
more thyroxine. The excessive thyroid hormone 
and the thyroid-stimulating hormone of the pitui- 
tary gland, produce the physiologic changes which 
result in the abnormalities observed. 


Personality of the Anxious Patient 


Anxiety may occur at any age and is frequent in 
the energetic, restless, “high strung” individual, 
who is usually considered “nervous” by his family 
and friends. Such patients are easily bored and tol- 
erate excessive activity better than inactivity. Their 
physicians have repeatedly prevailed upon them to 
“slow down and take it easy” and to establish a 
greater degree of regularity in their way of living. 
In comparison with the theoretically average indi- 
vidual, they are inclined to extremes; they “‘over- 
do” in their work and in their recreation. 

Other patients with anxiety may be able to con- 
ceal their tension fairly well, except for an obvious 
inability to relax. Whentheir history is being taken, 
they sit on the edge of the chair and unconsciously 
hold their hands tightly clenched ; their movements 
are poorly co-ordinated and awkward and lack the 
spontaneous casualness they attempt to affect. 

The physical examination is done with difficulty, 
because they “‘freeze-up” when they are told to re- 
lax. A request to perform a comparatively simple 
movement may result in failure, due to their exces- 
sive efforts to perform perfectly. This rigidity and 
unwarranted fear of failure may manifest itself in 
their hesitant answers to direct questions, particu- 
larly those of a personal or sexual nature. 

When in a social group, they find small talk diffi- 
cult, because they are torn between the risk of say- 
ing the wrong thing and being considered dull for 
saying nothing. When they make casual remarks, 
the remarks are strained and do not sound as they 
intend. As these persons become acquainted or in- 
ebriated, they lose their self-consciousness and are 
able to “mix in” more easily. They are particularly 
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tense when they go to a doctor’s office and may de- 
velop tremor, tachycardia, and sighing respiration. 
These patients may be acutely or chronically anx- 
ious, and there may be evidence of a periodicity in 
their illness. Their anxiety may have begun in 
childhood with “night terrors,” fears of natural phe- 
nomena, or fears of the supernatural. These fears 
may exist for a while and become quiescent only to 
reappear in adolescence or prior to marriage. 
Anxiety, so far as is presently known, shows no 


Comparetive appetites: the figure at the left exemplifies goiter with 


Type of Onset 


The onset of hyperthyroidism may be acute and 
fulminating, but as a rule is gradual; occurring over 
a period of weeks or months with progressive exoph- 
thalmos, enlargement of the neck, tremor, and 
weakness. 

Anxiety on the other hand, is more likely to be- 
come manifest with an acute episode which is difh- 
cult for the patients to describe. They may have 
suddenly felt like they were “going to die or pass 


good appetite and weight loss; figure at right exemplifies anxiety 


geographic limitations nor any constant external 
factor. Pathologic anxiety appears to depend pri- 
marily on endogenous factors peculiar to the indi- 
vidual. Stress or frustration are frequently evident 
in the environment, but the patient may fail to re- 
lieve the stress, or he may seemingly prolong it. 
With anxiety there is intense self concern and 
preoccupation with subjective sensations. Anxious 
persons are prone to develop and express illogical 
and unrelated fears. The emotionally disturbed in- 
dividual has usually had several previous diagnoses 
which may or may not be shown by abdominal in- 
cisional scars. If the patient is a female and anxious, 
she will usually have some menstrual disorder, either 
severe “cramping,” irregularity, or premenstrual 
tension which aggravates her symptoms. Anxiety 
exists in children prior to adolescence; but since 
diffuse toxic goiter rarely occurs at this age, the 
problem of differentiation is not great. 
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out,” when they had previously been feeling well. 
They usually describe “a funny feeling in the 
head,” “dizziness,” or “feeling numb all over.” 
These sensations may be accompanied by intense 
fear. 

This state of panic may last only a few seconds, 
or it may go on for as long as an hour. Various 
symptoms of autonomic dysfunction are experi- 
enced, all of which contribute to the patient’s con- 
viction that he is either dying or suffering from some 
devastating malady. These include a buzzing or 
ringing in the ears, blurred vision with photopho- 
bia, a sensation of dryness in the mouth, a lump in 
the throat, shortness of breath, and sighing respira- 
tion (frequently accompanied by a feeling of suffo- 
cation). Nausea, vomiting, diarrhea, and urinary 
frequency without nocturia may occur. During the 
acute stage, a very marked pallor may be obvious, 
and a friendly remark such as “You're white as a 
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Comparative appetites: the figure at the left exemplifies goiter with 
good appetite and weight loss; figure at right exemplifies anxiety 
of the type indicated by—“Haven't been able to eat for a week!” 


geographic limitations nor any constant external 
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in the environment, but the patient may fail to re- 
lieve the stress, or he may seemingly prolong it. 

With anxiety there is intense self concern and 
preoccupation with subjective sensations. Anxious 
persons are prone to develop and express illogical 
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which may or may not be shown by abdominal in- 
cisional scars. If the patient is a female and anxious, 
she will usually have some menstrual disorder, either 
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sheet,” will usually serve to further increase the 
pallor if this is possible. The patient may be sud- 
denly drenched in perspiration, although he was 
previously quite comfortable. If the temperature is 
taken, a slight elevation to 99° or 99.6° may be found. 

During this experience the patient may have an 
almost uncontrollable desire to run, which increases 
his discomfort since these episodes are likely to oc- 
cur in a crowd, particularly while the patient is eat- 
ing or in any situation from which he can only 
escape with difficulty. 

After having undergone this episode of very acute 
discomfort, severe insomnia may develop, with dis- 
turbing thoughts that cannot be prevented from 
crowding into consciousness. These thoughts will 
usually be a preoccupation with the worst fate that 
the patients can conceive of for themselves. They 
may have “nightmares” or frightening dreams and 
wake up “chilled” or in a “‘cold sweat.” They do 
not awaken gradually from a restful sleep but are 
suddenly wide awake and feeling worse than when 
they went to bed. 

Their clothes may feel tight, and there may be a 
sensation of abdominal fullness. The hands and 
feet ‘‘go to sleep” or “feel numb.” They are aware 
of their heart beat and may have very marked car- 
diac palpitation when attempting to relax in the 
sitting or reclining position (particularly in a man, 


if he happens to see an item in the paper where a 
friend his own age, in apparent good health, “fell 
over dead” with a heart attack). 


Cardiac palpitation. 


The anxiety patients eat from force of habit, have 
little or no appetite, and food is tasteless. They 
may smoke excessively and may discover that alco- 
hol relieves some of their self concern, but after ex- 
periencing this relief they may become fearful of 
developing a dependence on alcohol. If their phy- 
sician gives them a sedative, they may be equally 
worried over habituation and fear that they will 
never be able to sleep without “a pill.” Anxiety 
patients are usually sufficiently depressed to lose 
some of their self-confidence; they are ambiguous 
where previously they were decisive, and they just 
“can’t make up their minds for fear of making a 
mistake.” 


Comparison of the Two States 


The patient with hyperthyroidism usually does 
not have nearly this degree of mental discomfort. 
The increased body metabolism results in a weight 
loss despite a ravenous appetite, and as a conse- 
quence the nutritional status of the patient is general- 
ly poor. Although weight loss may be seen in anxiety, 
this condition usually results from anorexia and a 
reduced caloric intake. 

In hyperthyroidism, a compensatorily increased 
heart rate may lead to a heaving precordium, dysp- 
nea, and angina which in contrast to the anxiety 
syndrome, is increased by exertion and diminished 
with rest. Increased nervous irritability may lead 
to excessive responses to outside stimuli, and also 
hyperactivity, emotional lability, and increased psy- 
chomotor activity. Menstrual disturbances, most 
frequently amenorrhea or hypomenorrhea, may be 
complained of by the female patient. A diarrhea of 
multiple stools of normal consistency is occasion- 
ally seen. Although the patient with hyperthyroid- 
ism may tire easily and complain of fatigability, a 
brief rest will restore his eagerness to participate; 
while the anxiety patient is chronically complaining 
of fatigue and is unrelieved by rest or sleep. The 
nervousness of the anxiety syndrome is frequently 
paroxysmal and is seldom as sustained as that seen 
in thyrotoxicosis, nor is it so affected by outside 
factors. 

For instance, the anxiety patient may be tremu- 
lous, have hyperhidrosis, and a marked tachycardia 
when he first enters a doctor’s office; but as his his- 
tory is taken, he becomes more at ease, and these 
findings are less evident. In contrast the thyrotoxic 
patient is little affected by the course of the inter- 
view, and the findings are much more consistently 
present. 
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Physical Appearances 


The general appearance of exophthalmic goiter 
is characterized by a “frightened stare” as a result 
of a decreased wrinkling of the forehead plus exoph- 
thalmos. The eye signs are infrequent blinking, dif- 
ficulty of accommodation, and widening of the pal- 
pebral fissure due to retraction of the upper lid. 
The most frequent and characteristic of the eye 
signs is exophthalmos, which is thought to be 
caused by the thyroid-stimulating hormone of the 
anterior pituitary. 

The skin in thyrotoxicosis is moist, soft, and 
flushed. The fingernails often have a concave or 
irregular appearance, occasionally they are spoon- 
shaped; the only change in anxiety occurs in those 
patients who bite their nails. Alopecia and prema- 
ture graying is observed in hyperthyroidism, and 
the hair is excessively fine and silky. Pigmentation 
of the skin, vitiliginous patches, and facial acne, due 
to increased sebaceous activity, are sometimes seen 
in thyrotoxicosis. 

Fine tremors of the extended hand and tongue are 
often present, but they do not cause the patient the 
embarrassment or concern shown by the anxious 
individual. Quadriceps weakness, demonstrable by 
extension of the legs, is found in hyperthyroidism, 
whereas the anxious patient is likely to complain 
of “feeling weak all over” without any objective 
loss of function. 

The thyroid gland in the toxic diffuse type may 
be enlarged, soft, and smooth, with a bruit result- 
ing from the increased vascularity. The nodular 
type of goiter may contain single or multiple irreg- 
ular nodules which occasionally produce compres- 
sion of the trachea or, more rarely, pressure on the 
laryngeal nerves, resulting in hoarseness or apho- 
nia. The absence of any demonstrable thyroid en- 
largement (including substernal) makes the diagno- 
sis of hyperthyroidism unlikely. 

Cardiovascular abnormalities are more commonly 
encountered in the toxic nodular type but may be 
seen in either group. Persistent tachycardia with a 
rapid sleeping pulse is of great aid in differentiating 
the condition from anxiety neurosis in which the 
sleeping pulse returns to normal range. Dyspnea, 
tachycardia, and tachypnea are frequently encoun- 
tered and contrast sharply with the giddiness, light- 
headedness, and hyperventilation syndrome seen in 
anxiety. Capillary dilatation, increased systolic ar- 
terial pressure, increased cardiac output, and rapid 
circulation time are the most common cardiovascu- 
lar effects. An overly accessible, enlarged heart, a 
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Insomnia resulting from anxiety. 


systolic apical murmur and, more rarely, a diastolic 
murmur, along with hyperactive heart sounds and 
a persistent tachycardia, suggest the possibility of 
thyrotoxicosis. 

No demonstrable cardiac abnormalities are pre- 
sent in the usual anxiety patient, but they frequently 
show an abnormal skin sensitivity in the left lateral 
precordial region. 

On examination, the anxious patient is quite con- 
cerned over each finding, particularly his cardiac 
status and blood pressure. He may be equally con- 
cerned as to the name, action, and purpose of each 
medicine he receives. If he is chronically anxious, 
he may volunteer his previous experiences by say- 
ing, “If that’s ‘phenobarb’ it won’t do me any 
good.” The patient’s expression may be obviously 
apprehensive, the eyes staring but without the eye 
signs found in hyperthyroidism. 

A tachycardia, decreasing after rest or during 
sleep, may be noted. The tachycardia as a rule is 
quite responsive to vagal stimulation in contrast to 
the tachycardia found in hyperthyroidism. 

The hands are moist and cold, and paresthesias 
of the extremities are frequently described. When 
the patient is first seen, the pupils may be widely 
dilated. The deep reflexes, particularly the knee 
jerks, are hyperactive but no pathologic signs are 
elicited. The patient may have noted that half his 
body feels numb or in some way different from the 
other half, or that half his scalp is more sensitive 
than the other. A fine tremor of the extended 
hands, which may be aggravated by voluntary move- 
ment especially when the patient is trying to appear 
calm, is usually present. 
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Laboratory Diagnosis 


In hyperthyroidism, laboratory procedures should 
serve as an adjunct to a careful clinical evaluation of 
the patient. When available, the three most reliable 
tests of thyrotoxicosis are the protein-bound iodine, 
radioactive iodine uptake, and the basal metabolism 
test. 

Basal metabolism must be checked two or three 
times before a true basal state is obtained. Many 
patients with anxiety will initially be found to have 
excessively elevated metabolism which will subse- 
quently return to normal when they are familiar 
with the procedure. Using a normal range of minus 
15 to plus 15, mildly toxic goiters may range up to 
plus 30, moderately toxic goiters up to plus 50, and 
severely toxic above plus 50. Increased metabolic 
rates also occur in other disease states but not in 
anxiety. 

Although BMR’s are still the most commonly em- 
ployed laboratory aids in making the diagnosis, 
technical errors are frequently encountered. A 
BMR which fails to coincide with the clinical status 
of the individual should be reluctantly accepted, 


and such obvious errors as perforated eardrums, 
mechanical imperfection, or improper calculating 
of the test should be checked. 

In Barker’s opinion the plasma protein-bound io- 


dine is a more dependable test than the BMR, and 
it has the added advantage of eliminating emotional 
factors. However, this test is not in wide use be- 
cause of its relative complexity. Normal ranges are 
approximately 3.5 to 7.5 micrograms. The iodine 
level in thyrotoxicosis depends on the severity but 
is always above 8 micrograms, and in a high per- 
centage of cases will fall in a range of 12 to 30 micro- 
grams. Abnormally high values may be obtained if 
the patient has had Diodrast, Lipiodol, Skiodan, or 
substances containing inorganic iodine, within sev- 
eral months of the determination. 

When a thyrotoxic patient is given a tracer dose 
of radioactive iodine orally, between 40 and 90 per 
cent will be accumulated by the overactive thyroid 
gland, as compared to 15 to 35 per cent retention 
by the euthyroid patient. 

In McArthur’s opinion, if the amount excreted in 
the urine is greater than 20 per cent of the total 
tracer dose, positive proof of hyperthyroidism is not 
obtained. Previous ingestion of iodized salt, thio- 
cyanates, and gallbladder dyes will interfere with 
the accuracy of the test. Kelsey and co-workers 
have noted a low urinary excretion of radioiodine in 


renal disease, cardiac decompensation, and when thi- 
ouracil or desiccated thyroid has been administered. 

The increased rate of tissue destruction occurring 
with thyrotoxicosis may result in an increased uri- 
nary and fecal excretion of nitrogen, phosphorus, 
creatinine, and calcium. Some degree of hepatic 
damage is frequently present and may be reflected 
in abnormal liver function tests; if this damage is 
extensive, the serum cholesterol esters may be low- 
ered. Serum cholesterol is frequently decreased; 
and as a result of the diminished glycogen stores, 
glucose tolerance is decreased in hyperthyroidism. 


Anxiety Diagnosed Clinically 


There are no laboratory tests to confirm a diag- 
nosis of anxiety, and the conclusion is reached from 
the history and clinical observations. Basic to most 
anxiety is a fear of insanity or some other disease 
deemed incurable by the patient. He may have 
marked feelings of unreality in which he does not 
feel a part of his surroundings; or he may have feel- 
ings of depersonalization and seems to be observing 
his own actions as though they were carried out by 
another individual. He repeatedly seeks reassurance 
but fears that in his case something has been over- 
looked and that the reassurance is ill founded. 

As might be expected in an individual with this 
amount of discomfort, some degree of depression is 
always present. Sexual difficulties are routinely 
found; usually there is a decrease in sexual drive 
with impotence or premature ejaculation in the 
male, and disinterest and inability to respond in the 
female. The patient’s energy may be greatly de- 
creased as is his capacity for work, and he finds 
routine tasks difficult or impossible. (His preoccu- 
pation with himself makes focusing his attention an 
effort.) 

Most of these patients are insecure and lack self- 
confidence. Regardless of their past success, they 
constantly anticipate or “worry over” some future 
difficulty. They may be fairly comfortable during 
the time they are confronted with some real prob- 
lem and then become anxious when their “outside” 
worry is solved and ceases to keep them occupied. 

Anxiety is most likely to occur when the patient 
is frustrated sexually or is angered but must conceal 
his hostility for reasons of his own security. It may 
also arise when the person is subjected to stress 
from which he cannot escape, as in war or marriage. 

A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 
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BY T. K. LIN, M.D. 


AND E. GREY DIMOND,M.D. 


University of Kansas Medical Center, Kansas City, Kansas 


When physicians regularly record their estimates of the 
loudness of cardiac murmurs, they show a high degree 
of correlation of grading—particularly when they use 
identical stethoscopes. Grading of murmurs is more 
than an academic exercise. It is helpful in evaluating 
the significance of murmurs, in following clinical 
progress of heart disease, and as a means for 
exchanging information among physicians. 


Tue purpose of this report is to emphasize the use- 
fulness and practical value of a standard system for 
grading the intensity of cardiac murmurs. Not in- 
frequently criticism and gentle scoffing are precipi- 
tated by attempts to quantitate the loudness of mur- 
murs. Skeptics indicate that such grading is im- 
possible for an experience as subjective as a murmur. 

The reasons for grading a cardiac murmur can be 
outlined as follows: 

1. The loudness of the murmur may indicate its sig- 
nificance. A grade 2 to grade 3 systolic murmur, par- 
ticularly if of long duration, usually indicates a 
pathologic origin. 

2. Itis helpful in case study follow-up. By uniform 
grading, one is able to judge the clinical progress of 
certain conditions, particularly acute rheumatic 
heart disease and subacute bacterial endocarditis. 


7 


cliability of the Grading of Cardiac Murmurs 
: 
4 
Table 1. 
NUMBER OF 
PERCENTAGE 
53 100.0 
Table 2. 
Table 3. 
SCOMPARISON OF GRADING OF 
if OY 
: 
2 
= 2 3.7 


Stethoscope made from carved whalebone and 
obtained by author in Japan is held in ears 
by merely wedging the ear pieces into ear. 


German type stethoscope, approximately a 
foot long, and below it the so-called Kerr 
Symballophone which has two listening pieces 
and is very useful for comparing the breath 
sounds on one side of the chest with breath 
sounds on the other side of the chest. It is 
useful for determining source of a murmur. 


German stethoscope, highly machined, with pliable 
metal tubing instead of rubber tubing. Instru- 
ment below it is Monaural type stethoscope simi- 
lar to one devised 130 years ago by Laennec. 


The changes resulting from cardiac surgery, such 
as mitral and pulmonary valvulotomy, can be more 
carefully evaluated. 

3. It is useful as a means of communication. If an 
accepted grading standard could be developed, ex- 
change of information would be facilitated. 

In an effort to test the accuracy of “murmur 
grading,” a simple project was carried out by four 
physicians in our cardiac clinic. The usual vari- 
ables were minimized by the following: 

1. Audiogram studies of the four physicians were 
normal. 

2. No attempt was made to diagnose the cardiac 
condition. Attention was given only to the primary 
problem: What is the intensity of the murmur? 
One of us (T.K.L.) selected the patients, marked on 
the patient’s chest the exact area for auscultation, 
and instructed the participants as to phase of 
respiration and patient’s position. 

3. Classification of the murmur was based on 
Levine’s grading system published in 1933, in 
which he divided cardiac murmurs into six grades. 
We extended his grading to include diastolic mur- 
murs. 

4. No participant was allowed to see the opinion 
of the other examiners. 


Results 


Eighteen patients, manifesting fifty-three mur- 
murs were graded. The eighteen cases represented 
the following diseases: rheumatic heart disease, 12; 
patent ductus arteriosus, 2; intraventricular septal 
defect, 1; tetralogy of Fallot, 1; Eisenmenger’s com- 
plex, 1; pulmonary stenosis, 1. 

The murmurs were separately graded by the four 
physicians and the tabulation of these findings is 
shown in Table 1. The same grading for a given 
murmur was made in 13.2 per cent, one grade dif- 
ference in 56.6 per cent, two grades difference in 
26.4 per cent, and three grades difference in 3.8 per 
cent. Therefore, at first glance, it seems that the ac- 
curacy of such grading is subject to considerable 
variation. 

The reason for this variation is demonstrated in 
Tables 2 and 3. In these two tables, the participants 
have been paired, with the grading of physician A 
compared to physician B (Table 2), and physician 
C compared to physician D (Table 3). With this ap- 
proach, A and B have a correlation of 75 per cent 
and differ by only one grade in an additional 23 per 
cent. In other words, using our grading system, A 
and B interpret the same sound with a 98 per cent 
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correlation, varying by no more than one grade. The 
reason for the considerable variance of the entire 
group is made apparent by Table 3 (Physicians C 
and D). Here the agreement was but 25 per cent. 

The explanation for this difference is simple. A 
and B work together daily, grade each murmur 
heard, and have benefited by mutual experience. C 
and D maintain separate practices and have not had 
experience with such grading. A smaller factor, but 
perhaps important, is that A and B used similar 
(Sprague-Bowles) stethoscopes. 

The lesson is, therefore, quite apparent. The 
grading of murmurs has considerable accuracy and 
merit if a physician will practice and grade each 
murmur he hears and if he will compare his findings 
with others. 

Although the technique depends entirely on sub- 
jective methods, with experience a grade 4 murmur, 


Figure 1. The patient’s arm is stabilized 
during an intravenous infusion by a 
rubber strap cut from an old inner tube. 


Here’s a Helpful Hint. . . 


For Securing the Hand 


fo an Arm Board 


A suetT of rubber cut from an old inner tube makes 
an efficient device for stabilizing a patient’s arm 
while an intravenous infusion is being given (Figure 
1). This device is cheap, saves the cost and trouble 


_ of bandaging, and can easily be made from the 


pattern shown in Figure 2.—Watter L. Portreus, 
M.D., Franklin, Indiana. 


Figure. 2. Pattern for the device. 
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Numerous end pieces for stethoscope. 


for example, can have the same significance in 
any locale, at any time. Systolic or diastolic 
murmurs, high pitched or low pitched, can be 
graded with a considerable degree of uniformity. 
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Present Status of... 


Cracheotomy in Surgical Cases 


ALTHOUGH tracheotomy has usually been considered an 
emergency procedure for the relief of acute laryngeal 
obstruction, more recently its value in postoperative 
and post-traumatic care has become increasingly evi- 
dent. Shaw has stated in a recent article that the elective 
use is important to provide a ready avenue for aspira- 
tion of secretions in the lower tracheobronchial tree and 
to reduce the physiological dead space in situations 
where respiration has been seriously impaired. 

Since postoperative pulmonary complications are 
usually due to the retention of secretions, bronchoscopy 
and intratracheal aspiration are of great value. These 
procedures require special technical skill, however, 
whereas aspiration through a tracheotomy can be mas- 
tered by any person of average intelligence. 

Ventilation of the lungs has a dual purpose—(1) 
intake of available oxygen for absorption into the blood 
stream and (2) ridding of the body of carbon dioxide. 
In crushing injuries of the chest, with paradoxical 
respiration, or following a too extensive thoracoplasty, 
oxygenation may be improved by the use of higher 
oxygen concentrations, but the clearing of carbon 
dioxide from alveolar spaces can be improved only by 
reducing the physiological dead space. Tracheotomy is 
best suited for this purpose. 

Following blunt or sharp injuries to the trachea and 
upper bronchi, subcutaneous emphysema is often the 
presenting symptom. With each cough more air is 
forced out through the torn trachea or bronchi. 
Tracheotomy allows a free airway, prevents the building 
up of pressure within the trachea, and in most instances 
results in spontaneous healing of the tear. In disruption 
of a bronchus, however, thoracotomy is indicated. 

When paradoxical respiration results from crushing 
injuries of the chest or extensive thoracoplasty, impair- 
ment of the respiratory excursion may become danger- 
ously severe. If external splinting of the chest, with in- 
tratracheal aspiration, is insufficient, a tracheotomy 
should be performed. 

In the removal of certain large foreign bodies from 
the bronchial tube by bronchoscopy, the size of the 


foreign body may be so great that it will not pass through 
the glottic chink. This is especially true when a dried 
bean is aspirated into the trachea by a child. Due to 
accumulated secretions the bean swells to fill the 
tracheal space. In such instances a tracheotomy should 
be performed with a bronchoscope in place; then as 
the bronchoscope is withdrawn, the foreign body can be 
removed through the tracheotomy opening. 

Many unconscious patients aspirate secretions and 
cannot be sufficiently cleared by intratracheal aspira- 
tion alone. Tracheotomy in such cases may prevent 
pulmonary complications. 

Tracheotomy should be performed through a vertical 
incision made from the cricoid cartilage to the notch of 
the sternum. The ribbon muscles are separated, the 
tracheal rings exposed, and an incision made into the 
trachea at least two or three rings below the cricoid 
cartilage. This cartilage should never be divided. A 
tracheotomy tube should be selected which is about 
one-half the diameter of the trachea, and after it has 
been slipped into place, a small width of gauze should 
be placed along it to allow drainage from the sutures of 
the neck. 

This should be removed in twenty-four hours and 
the sutures in the skin, if any, in two or three days. The 
inner cannula of the tracheotomy tube should be re- 
moved every time the latter is aspirated, and the 
tracheotomy tube itself should be removed on the third 
postoperative day, cleaned, and replaced. 

Decanalization, in general, can be performed as soon 
as the reason for instituting tracheotomy no longer 
exists. Following bronchoscopy for foreign body, the 
tubes can be removed in two or three days. In injuries 
to the trachea and bronchi, they should remain in 
place for at least a week. In injuries to the chest and in 
post-thoracoplasty care, the tubes should remain as 
long as paradoxical respiration is more than moderate. 
The author stated that the technique and care of the 
tracheotomy is within the scope of every physician and 
his trained professional personnel. (Am. Surgeon, 19: 
246, 1953.) 
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D. MORTENSEN, M.D. 
Mayo Foundation, University of Minnesota, Rochester 


If a patient is to consider himself to have been adequately examined for detection of unsuspected diseases, a 


carefully taken medical history and carefully executed complete physical examination should not be replaced, in 
whole or in part, by specific tests or studies calculated to investigate limited portions of the body. In this study, 
391 persons who considered themselves well and healthy received a routine medical examination (including 

medical history, physical examination, chest film, Wassermann test, and urinalysis). There was a high frequency 


For the last thirty years physicians in this country 
have been aware that routine medical examination of 
persons who are not definitely ill and do not “re- 
quire” the services of a doctor will uncover numerous 
unsuspected abnormalities. Furthermore, many of 
the diseases detected in this manner are treatable, 
with beneficial effects, either immediately or later, 
in that complications or serious progression of the 
disease may be prevented. 

Several organizations have championed such ex- 
aminations and have used them for various pur- 
poses. Variations of this type of examination that 
have developed include: screening or survey of 
large groups of people; health and hygienic surveys 
and counseling; cancer detection service ; preplace- 
ment or pre-employment examinations; and health, 
accident, or lifé insurance examinations. 

In some instances, incomplete surveys or exami- 
nations have been utilized for special purposes. In- 
cluded here are x-ray examination of the thorax, 
routine examination of the blood or urine, and 
examination of cervical smears for cancer. Some- 


of abnormal findings, many of which were treatable, with benefit to the patients. 


times these auxiliary and incomplete types of exam- 
inations have given the patient an idea that he has 
been given a comprehensive examination and found 
normal, when in reality he may never have even seen 
a doctor and did not receive anything resembling a 
physical examination. 

Without doubt special surveys and certain spe- 
cific examinations are valuable, but they should not 
replace the carefully performed complete physical 
examination and the medical history if the patient 
is to consider himself as having been completely 
“checked up” or “examined.” There appears to be 
a tendency to omit the medical history and physical 
examination in the survey type of procedure, allow- 
ing a larger number of patients to be “checked” for 
the existence of specified illnesses. Too often the pa- 
tient has not been fully oriented and does not realize 
he has not been given a complete examination. 

The value of a carefully taken medical history and 
a complete physical examination for supposedly 
healthy persons should not be overlooked, ignored, 
or minimized by substitution of a single diagnostic 
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procedure such as x-ray examination of the thorax, 
urinalysis, or examination of a cervical smear for 
cancer. Even a battery of laboratory tests or special 
examinations will not replace the medical history 
and complete physical examination. Reliance on 
auxiliary examinations while the over-all examina- 
tion is discarded can only be condemned if it leads 
the patient to assume that he has been studied thor- 
oughly. 

The study reported in this paper illustrates the 
value of a carefully performed physical examination, 
a medical history, and a few routine laboratory pro- 
cedures in detecting medical abnormalities in sup- 
posedly normal, healthy persons. These examina- 
tions were performed by a single general practitioner 
in a rather isolated community, demonstrating that 
the routine medical examination can be successfully 
utilized by the family doctor, with assistance by 
specialists or large clinics being required only in 
unusual cases. 


Method 


Through co-operation of the Bradley Mining 
Company in Stibnite, Idaho, which made routine 
medical examinations available to all employees and 
their dependents at negligible cost, 391 persons 
were examined during the nineteen-month period, 


June 1, 1948 to December 31, 1949. Forty-one per 
cent of those examined were new employees, the 
remaining 59 per cent being dependents or em- 
ployees who had been living in Stibnite for a year or 
more. The only limiting requirement for those who 
underwent these examinations was that each must 
consider himself well, without subjective symptoms 
or known active medical problems. Persons who had 
symptoms or known medical problems were urged 
to report for examination and treatment through 
regular channels, and not to take the routine medi- 
cal examination designed for presumably well per- 
sons. Table 1 summarizes the sex and age distri- 
bution of those examined. 

Each person reporting for this examination was 
first interviewed by the doctor. At this time a form 
was completed representing the patient’s medical 
history, in which an attempt was made to uncover 
unrecognized symptoms or minor complaints. The 
past medical history was summarized, and a brief 
survey of familial disease tendencies was made. 

The patient then underwent a complete physical 
examination of skin, posture, head and neck, eyes, 
ears, nose, throat, heart, lungs, abdomen, genitalia, 
rectum, extremities, and back. Brief neurologic and 


mental examinations were made. All women re- 
ceived a pelvic examination. X-ray examination of 
the thorax, the blood Wassermann test, and uri- 
nalysis were routinely performed. 

The findings were then summarized, and if a lead 
suggesting significant abnormalities was uncovered, 
it was pursued by further procedures until a satis- 
factory diagnosis had been made. Findings were dis- 
cussed frankly with the patient, and recommenda- 
tions for treatment or further study were made. The 
usual patient spent approximately forty minutes in 
the clinic for the original examination. 


Findings 


The high incidence of abnormal findings, the rel- 
atively large number of unsuspected disorders, the 
frequency of treatable and improvable abnormalities, 
and the occasional serious or unusual diagnosis un- 
covered were all something of a surprise to the pa- 
tients and to the community from which they came. 
Less than a fourth of those examined were consid- 
ered entirely free from physical or mental abnor- 
malities. Approximately a fourth had a single ab- 
normal condition, while approximately half had two 
or more detectable abnormalities. 

Seven hundred and thirteen abnormalities were 
diagnosed, 534 of which had not been detected pre- 
viously. Three hundred and two abnormalities (42 
per cent of those detected) were treated, with im- 
provement in 261 conditions, representing 180 pa- 
tients. This means that 48.6 per cent of those exam- 
ined were treated with beneficial results, even though 
none of these patients had symptoms which they 
considered serious enough to require the attention 
of a physician. 

The cardiovascular system was the site of the 
highest number of abnormalities of any bodily sys- 
tem (Table 2). This was due to the relatively high 


Table 1. Distribution of 391 persons examined, 
according to sex and age. 


Number 


Sex 
Males 
Females 
Age, years 
0-9 


10-19 

20-29 

30-39 

40-49 

50-59 

60 and over 
Total 
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a 
i 
Per cent 
320 81.8 
71 18.2 = 
24 6.1 
51 13.0 
112 28.6 
113 28.9 : 
52 13.3 
26 6.6 
13 3.3 
391 
60 
ae 


Table 2. Systemic distribution of abnormalities found on examining 391 subjectively normal persons. 


Abnormal- Per cent 
System ities or persons 
detected examined 


Abnormalities not previously diagnosed 
Referred to 


Total Treated specialist 


Improved 


Cardiovascular 33.0 
Orthopedic 71 18.2 
Ear, nose, and throat 69 17.6 
Dental 68 17.4 
Gastrointestinal 56 14.3 
Pulmonary 53 13.6 
Eye 47 12.0 
Female genitourinary 47 66.2* 
Neuropsychiatric 36 9.2 
Dermatologic 33 8.4 
Male genitourinary 22 6.9* 
Endocrine 17 4.3 
Urinary or renal 11 2.8 
Miscellaneous 54 13.8 
Totals 713 


30 25 1 

42 43 33 14 
46 33 29 13 
48 14 13 60 
38 aa 36 3 
42 15 14 3 
32 3 3 24 
36 30 27 2 
33 14 12 3 
25 25 23 0 
19 12 1 3 
15 12 12 0 
10 a 2 1 
41 23 21 4 
534 302 261 131 


*Per cent of persons of corresponding sex. 


incidence of hypertension. Ninety persons (23 per 
cent of those examined) had blood pressure read- 
ings which could be considered above normal. Sixty- 
one of these ninety patients had early or mild eleva- 
tion of blood pressure, with readings of 140 to 159 
mm. of mercury systolic or 90 to 95 mm. diastolic. 
It is probable that in a number of these cases the ele- 
vation of blood pressure was psychogenic, caused by 
the patient’s concern or excitement over being ex- 
amined. It may also be true, however, that the pa- 
tients with mild or transient elevation of blood pres- 
sure are likely to experience more sustained or more 
definitely pathologic hypertension later; hence, 
they should be observed carefully. Certainly this 
group with labile, transient, or early hypertension is 
worth recognizing and following. 

Twenty patients (5.1 per cent of those examined) 
with moderate elevation of blood pressure (160 to 
180 systolic or 96 to 105 diastolic) are worthy of 
note because the hypertension was completely un- 
known to all but six of them. These patients should 
be candidates for intensive treatment in an attempt 
to control their hypertension before complicating 
vascular, renal, or cardiac sequelae develop. Nine 
patients had advanced hypertension with pressures 
that were more than 180 systolic or 105 diastolic, 
and four of these persons did not know that their 
blood pressure was elevated. 

Orthopedic abnormalities were noted in 18.1 per 
cent of the persons examined (Table 2). About a 
third of these abnormalities were static, and treat- 
ment was not indicated. More than half of the per- 
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sons with orthopedic conditions were treated, most 
of these showing definite improvement. About a 
fifth of the persons in this group were referred to 
an orthopedist for care. 

About a sixth of those examined had abnormali- 
ties of the ear, nose, or throat. Chronic infections 
accounted for about a third of these conditions. 

Dental abnormalities ranked fourth in frequency, 
which was not unexpected in this rather isolated 
community where dental care is not readily avail- 
able. Approximately a sixth of all persons examined 
had advanced dental abnormalities (caries, pyor- 
rhea, or poor hygiene) and were referred to a den- 
tist for treatment. 

Abnormalities of the eyes were noted in about an 
eighth of the persons examined. Uncorrected re- 
fractive errors represented a third of these defects. 
A rather unexpected finding was the high frequency 
of active pterygiums (3.8 per cent of the persons 
examined). 

Among the gastrointestinal abnormalities, there 
were thirteen peptic ulcers. Four ulcers were gastric 
in location, two being subjected to surgical treat- 
ment because they would not heal on medical man- 
agement. Treatment of the patients with duodenal 
ulcer was very satisfactory, with eight of the nine 
patients experiencing excellent relief of symptoms. 

Twenty-six persons were found to have uncom- 
plicated silicosis, which is not unusual in a group 
of men, many of whom had been hard-rock miners 
for several years. One man had silicotuberculosis, 
and four other persons had proved early active pul- 
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monary tuberculosis. Bronchiogenic carcinoma was 
not demonstrated in this group of patients, although 
320 were men, many of whom were in the age group 
susceptible to cancer of the lung. 

Gynecologic abnormalities were detected in two- 
thirds of the women examined. This observation 
was of particular interest, since most of the women 
were young and active. Nearly two-thirds of the 
women with abnormal conditions were treated, with 
improvement being reported by nearly all who were 
treated. Thus about half the women reporting for 
a routine examination, all without symptoms, were 
improved in health and comfort by treatment for 
gynecologic conditions that they had not previously 
known existed. 

Of the neuropsychiatric abnormalities noted, the 
psychoneuroses accounted for about half. 

Of the male genitourinary diagnoses, disease of 
the prostate, including benign hypertrophy, carci- 
noma, and chronic infection, accounted for more 
than half. 

Among the endocrine abnormalities was a case of 
the relatively uncommon spontaneous hypoglyce- 
mia and another of Addison’s disease. Especially 
satisfactory was the detection of an unsuspected 
case of diabetes mellitus in a young man, now under 
excellent control without evidence of complications. 

The most common of the miscellaneous abnor- 
malities was inguinal hernia (fourteen cases). A 
stage 3 (but unsuspected) carcinoma of the breast 
was discovered, the patient being alive eighteen 
months after radical mastectomy and roentgen 
therapy. 

Seven proved malignant lesions were detected. 
Five of the patients were treated definitively, one 
having a lesion that was beyond eradication but 
regressing on medical treatment with hormones, 
and another being given surgical palliation. Seven- 
teen patients had conditions definitely considered 
to be precancerous; the lesions of ten of these were 
eradicated, the other patients being observed care- 
fully at regular intervals for early changes demand- 
ing treatment. 

An incidental finding of interest was the fact that 
eight persons feared that cancer was present in 
some organ. After the examination and laboratory 
studies, they were assured that no malignant dis- 
ease was present, thus being relieved of their 
anxiety. 

The relative importance of the various methods 
of examination and reaching diagnoses in this study 
is of interest. The medical history represented the 
chief diagnostic procedure in eighty-five instances, 


and it was an important contributory method in 306 
instances. The physical examination itself was the 
basis for the diagnosis in 229 cases, and a contribu- 
tory tool in 302. The laboratory was of prime im- 
portance in only twenty-six cases, and contributed 
to the diagnosis in ninety additional cases. X-ray 
examinations were the chief means of diagnosis in 
forty-two instances, and contributed to correct di- 
agnosis in 140 instances. 

It thus appears evident that none of these meth- 
ods of investigating the patient’s condition could 
be omitted justifiably. The combination of two or 
more diagnostic procedures was necessary in more 
than half the diagnoses made. 

Three hundred and seventy-nine special diag- 
nostic procedures were utilized. In many instances 
these special examinations gave negative results but 
their importance was not diminished thereby, since 
suspected abnormalities were ruled out. 


Comment 


The high incidence of abnormal findings in these 
persons without symptoms, all of whom considered 
themselves healthy, would suggest several interest- 
ing problems for discussion. 

Benefits of Periodic Medical Examination. Several 
benefits of the routine medical examination of sup- 
posedly normal, asymptomatic persons are made 
apparent by inspection of the findings herein re- 
ported. The public health value of these examina- 
tions—by which unsuspected active tuberculosis, 
syphilis, intestinal parasites, and other publicly 
hazardous diseases may be discovered and eradi- 
cated—seems ample justification in itself for more 
widespread use of this procedure. In cancer control, 
early detection of malignant and premalignant le- 
sions is synonymous with preventive medicine, and 
the value of this type of examination as a cancer 
detection tool is borne out by this study. Such 
examinations also permit early detection of chronic, 
insidious, crippling illnesses such as cardiovascular 
disease, hypertension, silicosis, diabetes, and ar- 
thritis, many of which can be arrested if detected 
early, thus preventing the late disastrous sequelae 
for which these diseases are well known. 

The second benefit to the patient, to be derived 
from these examinations, is the detection and cor- 
rection of numerous minor ailments that can be 
classified neither as public health hazards nor as 
insidious threats to the patient’s life or health. The 
vigor, efficiency, pleasure in living, and comfort of 
many patients are impaired to some degree by rather 
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mild, stationary, chronic disorders which they come 
to accept as a “part of living.” By detection, then 
correction or eradication, of these “minor ailments,” 
patients can be benefited to an extent worthy of 
consideration. This may be one of the more im- 
portant, although less dramatic and exciting, benefits 
to be derived from a program of routine, periodic 
medical examinations. 

The third benefit to be derived by some persons 
from examination is removal of the unfounded fear 
that some serious illness may be developing in their 
bodies unknown to themselves. 

From the practicing physician’s point of view, 
periodic examination of the presumably well per- 
son, carefully and conscientiously done, can serve 
to keep the physician alert to the early manifesta- 
tions of disease, acting as a refresher course in early 
diagnosis and treatment. In addition he achieves 
deserved satisfaction in the realization that he is the 
chief instrument responsible for the improvement in 
his patient’s health when such an outcome results 
from the examination. Rather than interfering with 
medical practice and “running the doctor out of 
business” as has been suggested in opposition to 
such examinations, they serve as case-finding tools, 
increasing the real lesions the physician sees and 
treats. Both the specialist, to whom the problem 
cases are referred, and the general practitioner, who 
cares for most of the disorders detected, benefit by 
increased practice for the good of the patient. 

Obstacles to More Widespread Utilization of Periodic 
Medical Examination. The patients reported on in 
this study were fortunate in that officials of Bradley 
Mining Company made medical examination pos- 
sible without cost to employees, and at negligible 
cost to dependents of employees. In addition, the 
mining company encouraged patients to participate 


tissues are acid in reaction. 
been given morphine. 


patient and his environment. 
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STREPTOMYCIN may be relatively ineffective in suppurative conditions where the damaged 
Ar high altitudes, oxygen administration is of particular importance to the patient who has 


REGARDLESS of advances made, effective treatment will continue to depend on knowing the 
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in the program, pointing out benefits to be derived. 
Thus in this community the two drawbacks to wide- 
spread utilization of medical examinations were 
overcome. 

Under ordinary conditions both these impedi- 
ments must be met and solved if the program is to 
become effective. Publicity and propaganda encour- 
aging patients to participate in the program are 
necessary. As more statistics develop, pointing out 
the fruitfulness of such examinations in uncovering 
treatable abnormalities and in preventing the de- 
velopment of serious disorders, the public will come 
to desire and demand examinations. For several 
years magazines have carried on a campaign to 
popularize periodic medical examinations. Social 
organizations, service clubs, schools, and other 
groups could encourage group-wide participation 
in such a program. 

The second obstacle, that of financing the pro- 
gram, may be more difficult to overcome. If left to 
the individua!, a routine medical examination in- 
cluding history, physical examination, x-ray exami- 
nation of the thorax, serologic tests, and urinalysis 
would probably cost $15.00 to $50.00 in most clin- 
ics. This would exclude all but well-to-do or ex- 
tremely interested persons from participation. 

Possible solutions are (1) subsidy by charitable 
organizations, (2) gifts or bequests by individuals or 
corporations, (3) support of the program as case- 
finding tools by the anticancer or antituberculosis 
organizations, and (4) community appropriations or 
fund-raising projects to provide periodic medical 
examinations. It is not inconceivable that medical 
groups might make such examinations available, 
realizing the good to be accomplished and the sub- 
sequent follow-up diagnostic studies and treatment 
programs that would result. 
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Che Etiology of Mediastinal Cymphadenopathy 


Figure 1. Pulmonary density at 
right base associated with right hi- 
lar lymph nodes, due to tuberculosis. 


Infections. Although the lymph nodes of the tracheo- 
bronchial tree are involved pathologically in almost 
all infections of the lungs and bronchi, only in cer- 
tain of these infections do the nodes enlarge suffi- 
ciently to be detectable roentgenographically. Thus, 
in pneumonia, bronchitis, and bronchiectasis dis- 
crete regional lymph node involvement is rarely 
discernible. At most, there may be a moderate in- 
crease in the density of the hilar shadows or a fuzzy 
accentuation of the hilum which is difficult to dif- 
ferentiate from the normal variation in the hilar 
shadows. 

However, there are certain specific infections 
which result in identifiable enlargement of the 
mediastinal lymph nodes. Thus, tuberculosis may 
result in either unilateral or bilateral lympha- 
denopathy. 

A primary parenchymal lesion may not be dem- 
onstrable either because it is too small, or be- 
cause it has resolved completely. In some cases, 
the lymph nodes may not be involved as an exten- 
sion from a primary tuberculous focus. In these 
patients, the lymphadenopathy results from a 
hematogenous implantation and may or may not 
be associated with peripheral lymphadenopathy. 
In general, the hilar nodes are lobulated and lack 
distinct borders in the early phase. Resolution is 
often slow and is measured in months or years. As 
the process becomes older, the hilar density be- 
comes smaller and more sharply outlined, and 
flecks of calcium appear. 

Erythema nodosum causes enlarged mediastinal 
nodes in approximately one-third of cases. The 
lymphadenopathy is usually bilaterally symmetrical 
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and may or may not be associated with nodular 
pulmonary densities. 

Fungous infections of the lungs, especially coc- 
cidioidomycosis and histoplasmosis, may result in 
enlarged mediastinal lymph nodes. 

Although considerable difference of opinion 
exists as to the nature of sarcoidosis, it may be con- 
sidered with the infections. Enlargement of the 
mediastinal nodes occurs in approximately 85 per 
cent of patients with this disease, with or without 
associated pulmonary lesions. Most commonly the 
node involvement is bilateral, and symmetry is 
usually striking. Sarcoidosis is probably the cause 
of most cases of benign mediastinal lymphadeno- 
pathy found on routine x-ray examination of the 
chest in healthy young persons. 

Neoplasms. Tumors of the mediastinal lymph 
nodes may be primary, and include Hodgkin’s dis- 
ease, lymphosarcoma, leukemia, reticulum cell sar- 
coma, and giant follicular lymphoblastoma. Dif- 
ferentiation of these various types cannot be made 
with certainty roentgenographically and, therefore, 
these primary malignant tumors are often grouped 
together under the term lymphoblastoma. Local 
groups of nodes or all the mediastinal nodes may be 
involved. In general, the enlargement is bilateral 
but asymmetrical, and the outer borders are sharp 
and nodular or form a large single mass. Pulmonary 
or pleural involvement may be present. 

The mediastinal lymph nodes may be the site of 
metastasis most often as a part of endolymphatic 
carcinomatosis of the lungs. In some instances there 
may be localized lymph node metastases without 
accompanying lung or pleural lesions. 


Figure 2. Bilateral, symmetrical hilar lymphadenopathy and 
right paratracheal lymphadenopathy, due to erythema nodosum. 


Figure 3. Bilateral, asymmetrical hilar 
lymphadenopathy, due to Hodgkin’s disease. 
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6. A 30-year-old white man has clinical evidence of 
“purulent” meningitis on admission to the hospital. A 
stained smear of spinal fluid sediment fails to reveal 
organisms. Immediate treatment should be: 


1. Indicate which one of the following tactor has 
least influence upon the incidence of recurrence of 
inguinal hernia after surgical repair. 


1. Choice of method for herniorrhaphy. 


2. Presence of areolar tissue left on important structures 
that are to be sutured together. 
3. Tension in closures. 


1. Delayed until reports are available of spinal fluid and 
blood cultures. 
2. Sulfadiazine or sulfisoxazole, 6 Gm. initial dose and 


4. Use of absorbable sutures. 


5. Poor tissues. 


1 Gm. every 4 hours. 
3. Streptomycin, 1 Gm. every 6 hours. 
: 4. Aureomycin or terramycin, 500 mg. every 6 hours. 
2. A 60-year-old white man is admitted to the hos- 5. Penicillin, 1,000,000 units every 2 hours. 
pital because of severe chronic pulmonary emphysema 


complicated by pulmonary heart disease. 


7. A 2-year-old male has clinical evidence of “puru- 


1. Oxygen should be given promptly and at usual flow rate. _ lent’? meningitis on admission to the hospital. A stained 

2.A mixture of oxygen and carbon dioxide should be — smear of spinal fluid sediment fails to reveal organisms. 
given. Immediate treatment should be: 

3. Oxygen should be given at a higher flow rate than usual. 

4. Oxygen should be given cautiously, at a lower flow rate 
than usual. 


5. Oxygen should be withheld. 


1. Delayed until reports are available of spinal fluid and 
blood cultures. 

2. Sulfadiazine or sulfisoxazole, 100 mg./Kg. initial dose, 
and 200 mg./Kg. every 24 hours. 

3. Streptomycin, 50 mg./Kg. every 24 hours. 

4, Aureomycin or terramycin, 50 mg./Kg. every 24 hours. 

5. Penicillin, 250,000 units every 2 hours. 


3. For most cases of obesity in women, the most 
satisfactory therapeutic regimen would include: 


1. Thyroid substance, estrogens, low calorie diet. 

2. Estrogens, low calorie diet, psychotherapy. 

3. Low calorie diet, psychotherapy, appetite-curbing drug. 

4. Psychotherapy, appetite-curbing drug, thyroid sub- 
stance. 

5. Appetite-curbing drug, thyroid substance, estrogens. 


8. The skull roentgenogram shown in the accom- 
panying illustration depicts: 


1. Osteitis deformans. 
2. Multiple myeloma. 
3. Rachitic osteomalacia. 


4, Metastatic carcinoma. 
5. Hydrocephalus. 


4. The best guide to prognosis in patients having 
rheumatic heart disease is: 
1. The sedimentation rate. 4. C-reactive protein. 


2. The ECG. 5. Sites of valvular involve- 
3. Cardiac size. ment. 


5. In cases of active tuberculosis, administration of 


ACTH or cortisone: 


1. Has no influence on the course of the tuberculosis. 

2. Is contraindicated. 

3. Is good treatment for the tuberculosis. 

4. Is indicated for a serious complicating disease known to 
respond to these agents, providing the patient also re- 
ceives streptomycin and PAS, or equivalent antitubercu- 
lous therapy. 

5. Is indicated for treatment of the tuberculosis, providing 
the patient also receives streptomycin and PAS, or 
equivalent antimicrobial therapy. 
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9. Which one of the following is a contraindication 
to surgical treatment of mitral stenosis? 


1. Age above 45. 4. History of previous em- 
2. Auricular fibrillation. bolism. 
3. Active rheumatic carditis. 5. History of hemoptysis. 


10. A program for prophylaxis of rheumatic heart 
disease should include all but one of the following: 


1. Early recognition of streptococcic infections. 

2. Prompt treatment of streptococcic infections with peni- 
cillin. 

3. Resumption of penicillin therapy for recurrence of 
streptococcic infection. 

4. Prompt administration of ACTH in all cases of rheu- 
matic fever. 

5. Long-term sulfadiazine or penicillin prophylaxis of 
streptococcic infections in patients recovering from 
acute rheumatic fever. 


11. Hexamethonium lowers blood pressure because 
it: 


1. Acts directly on smooth muscle of arterioles. 
. Has a vagal blocking effect. 

. Has an autonomic ganglionic blocking effect. 
. Inhibits cholinesterase. 

. Is a powerful sedative. 


wh 


12. The best single gauge to severi of hypertension 
is: 


1. Cardiac size. 

2. Height of systolic blood pressure. 

3. Height of diastolic blood pressure. 

4. State of the retinae. 

5. Response of blood pressure to sodium amytal. 


13. An elderly white man has been having periodic 
episodes of chills, fever, and general malaise. There are 


no localizing symptoms, and physical examination is not 
revealing. Urinalysis and chest film are negative. Blood 
counts show slight leukocytosis. The lower part of a 
plain film of the abdomen is depicted in the accompany- 
ing illustration. The explanation for fever is probably: 


1. Carcinoma of prostate. 
2. Hunner’s ulcer. 


3. Prostatie calculi. 


4. Sarcoma. 
5. Bladder calculus. 


14. A patient discovered to have meningoccocic 
meningitis is known to have had a severe skin rash when 


Answers on page 125. 


a sulfonamide was given on a previous occasion. This 
patient should be treated with: 


1, Penicillin. 4. Sulfadiazine. 
2. Streptomycin. 5. A “triple sulfa” mixture. 
3. Chloramphenicol. 


15. A worker in a paint shop develops dermatitis of 
both hands. Cause of the dermatitis is most likely to be 
ascertained by: 

1. History. 


2. Physical examination. 
3. Patch testing. 


4. Scratch testing. 
5. Blood tests. 


16. When hyperthyroidism is treated with propyl- 
thiouracil, the drug is best given: 

1. As a single dose in the morning. 

2. As a single dose at bedtime. 

3. Three times a day, before meals. 

4. Three times a day, after meals. 

5. Three times a day, at 7:00 a.m., 2:30 p.m., 10:00 p.m. 


17. A diagnosis of severe thyrotoxicosis is made in a 
woman who is 5 months pregnant. Treatment of choice 
is: 

1. Lugol’s iodine solution. 

2. Propylthiouracil. 

3. Radioactive iodine. 

4. Subtotal thyroidectomy after preparation with iodine. 

5. No special treatment until after delivery. 


18. Lowering of serum potassium values does not 
occur in one of the following: 
1. Cardiac patients receiving mercurial diuretics. 
2. During treatment of diabetic acidosis. 


3. Diuretic phase of lower nephron nephrosis. 
4. After ACTH therapy. 
5. After strenuous muscular exertion. 


19. In a patient having sudden severe abdominal 
pain, shock, and abdominal rigidity, the likeliest cause 
is: 
1. Myocardial infarction. 
2. Dissecting aneurysm. 
3. Appendicitis. 


4. Bilateral pleuropneumo- 
nia. 
5. Perforated peptic ulcer. 


20. A basic program for immunization of infants 
against infectious diseases would include: 


1. Diphtheria, tetanus, pertussis, smallpox. 

2. Diphtheria, scarlet fever, pertussis, smallpox. 

3. Diphtheria, measles, scarlet fever, smallpox. 

4. Diphtheria, measles, scarlet fever, pertussis. 

5. Diphtheria, scarlet fever, typhoid fever, smallpox. 


21. The effects of severe hyperpotassemia can best be 
controlled temporarily by an intravenous infusion of: 
1. Normal saline. 
2. Glucose solution, 5 per cent. 
3. Glucose solution, 20 per cent, with insulin. 
4. Hexamethonium. 
5. Veratrum. 
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Practical Cherapeutics 


BY DAVID T. SMITH, M. D. 


Tue discovery of the usefulness of stilbamidine, 
propamidine, and 2-hydroxystilbamidine in the 
treatment of blastomycosis was more or less a by- 
product of a systematic study of the effect of a large 
series of synthetic aromatic diamidines on trypano- 
somiasis and leishmaniasis. The basic work on the 
aromatic diamidines was done by a brilliant group 
of investigators in the Liverpool School of Tropical 
Medicine. The first clinical studies were made on 
trypanosomiasis in Africa, but it was soon discover- 
ed that stilbamidine (4,4’ stilbenedicarboxamidine) 
was remarkably effective in the treatment of the 
visceral form of leishmaniasis known as kala-azar. 
The work of Kirk and his associates in the Sudan 
and of Sen Gupta in India standardized the size of 
the dose, the method of administration, and the 
duration of treatment. They also discovered and 
described the types of immediate and delayed com- 
plications which might accompany or follow the 
treatment. 

The English investigators found that stilbamidine 
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and especially propamidine [p,p’ (trimethylene- 
dioxy) dibenzamidine] inhibited growth of bacteria 
in much the same manner but somewhat less effec- 
tively than the sulfonamides. However, it was not 
until 1945 that Elson assayed the effect of propami- 
dine on a series of fungus cultures. Two of these, 
Sporotrichum schenckii and Blastomyces dermati- 
tidis, were inhibited in remarkably low concentra- 
tions, the latter by 3.7 micrograms per ml. of media. 

It seems surprising that there was a delay of five 
years between the publication of Elson’s study and 
the clinical application of this drug in the treatment 
of blastomycosis, especially in view of its high 
therapeutic index and the basic knowledge of the 
size of dose, methods of administration, and dur- 
ation of treatment which had already been worked 
out for the treatment of kala-azar. On the other 
hand, clinicians working with blastomycosis and 
other fungus infections had become rather skeptical 
about the practical application of laboratory studies 
of the type reported by Elson. Literally hundreds of 
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chemicals and antibiotics in the past ten years had 
been found effective in test tube studies but were 
either useless or disastrously toxic when adminis- 
tered to patients. 

The first clinical trial in blastomycosis of one of 
the aromatic diamidines was made by Colbert, 
Strauss, and Green in 1950. These investigators 
incorporated propamidine di-isethionate in Sabour- 
aud’s dextrose agar and found that 7.5 micrograms 
per ml. inhibited the growth of Blastomyces derma- 
titidis. They then dissolved propamidine in a 9 per 
cent methyl cellulose gel in a sufficient amount to 
give a concentration of 0.1 per cent. This ointment 
was applied locally to the cutanecus lesions of a 
patient with blastomycosis. The propamidine gel 
was applied to the lesion with a tongue depressor 
after which petrolatum gauze was used to cover the 
gel, and the lesion was bandaged with dry sterile 
gauze and a sterile towel. The treatment was re- 
peated each day for nine days, and after a rest 
period of six weeks, a second similar course was 
given. Progressive healing began shortly after this 
treatment was instituted although it was not quite 
complete at the time the report was made. There 
were no evidences of systemic toxicity, but the 
patient complained of pruritus locally and nine 
days after the beginning of therapy noted a burning 
sensation of the skin surrounding the lesion. 

Schoenbach, Miller, Ginsberg, and Long were 
the first investigators to treat blastomycosis with 
stilbamidine. The stilbamidine was administered 
intravenously and was supplemented by the local 
application of propamidine. They made a prelimi- 
nary report in the Journal of the American Medical 
Association in August, 1951, and followed this with 
a completed report and follow-up of four cases in 
July, 1952. The successful treatment of two more 
cases of systemic blastomycosis with stilbamidine 
and two cutaneous cases with diethylstilbestrol 
was recorded in December, 1952, by Curtis and 
Herrell. In the interval between the first report of 
Schoenbach and the latter one by Curtis and Her- 
rell, Snapper, Schneid, McVay, and Lieben reported 
the cure of one case of systemic blastomycosis fol- 
lowing the administration of 2-hydroxystilbamidine. 
Schoenbach referred in his second report to the 
successful treatment of seven additional cases by 
various friends. Another one is mentioned in the 
discussion of the report by Curtis and Herrell. We 
have treated ten cases in the Duke Hospital since 
November, 1951, and know of an additional eight 
to ten cases treated by friends and colleagues. 

The fact that more than thirty cases of blastomy- 


cosis could be rounded up for treatment in a few 
medical centers in a period of two years emphasizes 
the relative frequency of the disease and justifies a 
discussion of what is known about stilbamidine 
therapy and its complications. 


Properties of Stilbamidine 


The following summary has been abstracted from 
the excellent review of the aromatic diamidines pub- 
lished by Schoenbach and Greenspan in Medicine 
in 1948. 

Stilbamidine is a white crystalline powder stable 
when kept in the dark but which becomes yellow 
when exposed to light. As much as 40 grams can be 
dissolved in 100 ml. of water at 25° C. It is slightly 
less soluble in glucose solutions. The solubility is 
decreased in the usual blood-citrate mixtures, but 
concentrations of 0.08 mg./ml. can be maintained. 
A precipitate forms when concentrations greater 
than 0.5 per cent are added to human sera, which 
may explain the immediate toxic effects that are 
noted following the intravenous injection of con- 
centrated solutions of stilbamidine, pentamidine, 
propamidine, and 2-hydroxystilbamidine. 

In the original studies the hydrochloride salt of 
the aromatic diamidines was used for animal experi- 
ments and for therapy in man. Since about 1946 the 
hydrochloride salt has been replaced with di- 
isethionate salt. This compound contains only 60 
per cent as much of the base as the hydrochloride 
salt but, since it is more soluble and less toxic, the 
maximum tolerated doses are from 50 per cent to 
100 per cent greater. Boiling for two minutes or 
heating at 60° C. for five minutes does not damage 
solutions of aromatic diamidines. 

Stilbamidine solutions deteriorate with remark- 
able rapidity when exposed to light, and care should 
be exercised in making and transferring solutions to 
the wards. The flasks should be covered with brown 
or black paper while being transported, and the in- 
fusion bottles with a towel during the intravenous 
injections. It has been found that even a fifteen 
minute exposure to direct sunlight may reduce the 
therapeutic efficiency of the solution and at the 
same time produce a toxic by-product which can 
kill the patient with severe damage to the liver and 
kidneys. The saturated aromatic diamidines, such 
as pentamidine, propamidine, and 2-hydroxystilba- 
midine, do not seem to be affected by exposure to 
ultraviolet light. 

The unusual susceptibility of stilbamidine to the 
effect of ultraviolet light is accompanied by another 
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unique property. In the presence of ultraviolet 
light, such as that produced by Wood’s light, stil- 
bamidine gives a brilliant blue fluorescence which 
has been detected when there was only one part of 
stilbamidine in two million parts of the diluent. By 
fluorometric methods, measurements have been 
made of the concentration of the drug in the tissues 
following doses of different size and after a series of 
doses. The rate of excretion of the drug in the urine 
can be followed from hour to hour and day to day. 
While the technical methods are not so exact as one 
would wish, much relatively accurate information 
has been obtained by these studies. 

Immediately after an intravenous injection of 200 
mg. of stilbamidine as much as 30 to 40 micrograms 
per ml. may be present in the serum, but after two 
hours the levels drop to less than 2 micrograms per 
ml. About 15 per cent of a dose of 2 mg. per kilo- 
gram of body weight is excreted in the urine in 
twenty-four hours. But after daily doses for seven to 
eight days, the percentage excreted in the urine in- 
creases progressively up to a maximum of 70 to 80 
per cent in a twenty-four hour period. This suggests 
that the body proteins gradually become saturated 
with stilbamidine, after which the excess is largely 
excreted in the urine. Such a theory would explain 
the progressive improvement noted in patients for 
three to four months after the last injection and 
also the detection of traces of stilbamidine in the 
urine four to five months after the cessation of 
therapy. 


Size of Dose 


Rabbits tolerate daily intravenous doses of 5 mg. 
per kilogram of stilbamidine but not daily doses of 
10 mg. per kilogram. Sen Gupta found that mon- 
keys would tolerate 15 to 20 daily injections of 5 
mg. per kilogram without symptoms or without 
gross or microscopic evidence of damage to liver, 
kidneys, or brain. 

Patients have received intravenous daily doses of 
150 to 200 mg. (2.5 to 5 mg./kg.) of stilbamidine in 
5 per cent glucose for several weeks without un- 
favorable reactions. The usual maximum daily dose 
in the treatment of multiple myeloma and in blasto- 
mycosis has been 150 mg. The standard dose em- 
ployed in the treatment of kala-azar has been | mg. 
per pound or 2.2 mg. per kilogram. 

The maximum daily intravenous dose in our 
series has been 150 mg. in adults and 40 mg. in a 
4-year-old child. Because of differences in weight 
this has given a range of 1.9 mg. to 3 mg. for the 
adult and 2.7 mg. per kilogram for the child. Such 
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doses are probably well under the maximum toler- 
ated dose but seem to be adequate for the treatment 
of blastomycosis. 

Variations in Size of Dose. Since little was known 
about individual idiosyncrasy to stilbamidine, the 
investigators who employed this drug in the therapy 
of multiple myeloma usually gave one to three doses 
of 50 mg. followed by two to three doses of 100 mg. 
before administering the maximum dose of 150 mg. 
We have been even more conservative and have 
given 10 mg. for the initial dose, followed by 50 mg. 
daily for two days, and 100 mg. daily for two days, 
before reaching the maximum dose of 150 mg. 

Maximum Total Doses. The total dose adminis- 
tered to a patient in a period of one to three months 
is probably as important as the maximum daily dose. 
Rabbits which tolerate single doses of 10 mg. per 
kilogram for four or five days die before they have 
been treated for ten days. Such a result could have 
been predicted from our knowledge that the drug 
accumulates in the tissues. 

The patients who were treated successfully by 
Schoenbach and his associates received a total dose 
which varied from 4.5 to 6 Gm. The one which re- 
ceived only 2.2 Gm. subsequently relapsed. The 
total dose administered in our series varied from 
3.5 to 4.6 Gm. for the adults and 0.9 Gm. for a 4- 
year-old child. One patient receiving only 1.6 Gm. 
had a relapse after six weeks. 


Continuous or Intermittent Therapy 


The concept of intermittent therapy or a series of 
short courses was evaluated in the treatment of kala- 
azar, perhaps as a result of the discovery that after 
ten to fifteen doses the tissues seemed to become 
saturated with the drug after which a larger part of 
each daily dose was excreted in the urine. Schoen- 
bach and his associates have used intermittent 
therapy with very satisfactory results. 

We decided for several reasons to give our pa- 
tients one continuous course of thirty daily in- 
jections. This amount of treatment has resulted in 
negative cultures for Blastomyces dermatiditis in all 
of our patients without the use of local applications 
of propamidine. Our maximum total dose under this 
regimen has been 4.6 Gm. as compared to the maxi- 
mum total dose of 6 Gm. employed by Schoenbach. 

We had expected that more than one course of 
thirty daily injections would be necessary but 
found to our surprise that the healing process con- 
tinued slowly but steadily for three months after the 
drug was discontinued. In fact, the improvement 
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was much more dramatic in the first thirty days 
after treatment and even in the second thirty-day 
period than it was in the original thirty days of 
therapy. This result is not inconsistent with what is 
known about the storage of stilbamidine in the 
tissues. 


The Amount and Type of Diluvent 


Stilbamidine is very soluble in distilled water, 
somewhat less soluble in a 5 per cent glucose solu- 
tion in distilled water, and still less soluble in 
normal saline. 

In the original studies on kala-azar and multiple 
myeloma, the drug was dissolved in sterile distilled 
water and injected with a syringe. This type of ad- 
ministration resulted in nearly all patients expe- 
riencing immediate nitrinoid-like symptoms, and 
many subsequently had thrombosis of the vein in 
which the injection was given. 

Schoenbach and his associates dissolved the drug 
in 100 ml. or more of 5 per cent glucose in distilled 
water and administered it by slow intravenous in- 
fusion. Their patients experienced no discomfort 
during or immediately after this type of adminis- 
tration. 

We dissolved the stilbamidine in sterile normal 
saline and administered it according to the following 
schedule. The initial 10 mg. dose was added to 100 
ml. of saline and infused intravenously over a period 
of one hour. The 50 mg. doses were dissolved in 
100 ml. of saline and infused over a period of one 
hour. The 100 mg. doses were dissolved in 200 ml. 
of saline and infused over a period of two hours. 
The 150 mg. doses were dissolved in 300 ml. of 
saline and infused over a period of three hours. We 
have seen no unfavorable reactions of any kind and 
have had no thrombosed veins in these patients. 

There are no theoretical advantages of physiolog- 
ical saline over 5 per cent glucose in distilled water, 
and certainly a patient with cardiac or renal disease 
should receive the drug in glucose and not in saline. 
Stilbamidine has been dissolved in distilled water 
and injected intramuscularly. These injections are 
very painful and may possibly produce local areas 
of necrosis. It is reported that the drug can be given 


without too much difficulty if dissolved in 5 ml. of a 
2 per cent solution of procaine and injected intra- 
muscularly. 


Contraindications 


Patients with disease of the kidneys or liver may 
show additional damage to these organs following 
the administration of stilbamidine. Two or more 
types of liver function tests should be performed, as 
well as the usual renal studies, before treatment is 
started. In a desperate situation where the patient 
has generalized blastomycosis, we would advise the 
administration of stilbamidine even in the presence 
of liver or kidney damage but always cautiously, 
using from one-fourth to one-half the usual doses. 

In our clinic about 90 per cent of the patients with 
cutaneous blastomycosis, without involvement of 
internal organs, have made a complete recovery 
after treatment with a combination of Blastomyces 
vaccine, potassium iodide, and x-ray. We believe 
that these cutaneous infections should not be treat- 
ed with such a potentially dangerous drugas stilbam- 
idine unless they fail to respond to the more con- 
servative measures. Perhaps local application of 
propamidine, as used by Colbert and his associates, 
may prove effective in this type of case. 


Toxic Manifestations of Stilbamidine 


The toxic manifestations of stilbamidine may be 
of three different types: (1) Alarming but harmless 
symptoms may appear during or immediately after 
the injection of the drug. (2) Destructive lesions in 
kidneys or liver, which are usually fatal, may appear 
three to four months after the last injection of the 
drug. (3) Stilbamidine neuropathy, which is dis- 
agreeable but not fatal, may develop within one to 
five months after the cessation of therapy. 

The immediate undesirable symptoms are sweat- 
ing, breathlessness, dizziness, generalized formica- 
tion, nausea, and fall in blood pressure. These 
symptoms appear when the drug is injected rapidly 
or in concentrated solutions but do not appear when 
stilbamidine is diluted in 100 to 300 ml. of 5 per 


cent glucose in distilled water or in similar amounts 


Figure 1. Colonies of Blastomyces dermatitidis growing on blood agar at 37° C. Figure 2. Microscopic appearance 
of organisms from colonies shown in Figure 1. Figure 3. Colony of Blastomyces dermatitidis growing on Sabou- 
raud’s medium at room temperature. Figure 4. Microscopic appearance of organism from colony shown in Figure 3. 
Figure 5. Blastomycosis of face. Figure 6. Blastomycosis of lungs. Figure 7. Blastomycosis of bones. Figure 8. Blasto- 


mycosis of ankle. 
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of normal saline and administered by slow in- 
travenous infusion. 

Sunlight and even diffuse daylight changes some 
of the stilbamidine into a highly toxic substance 
which can destroy the kidneys and liver. It is sur- 
prising that there is such a long delay of two or 
three months before the patient becomes critically 
ill. There have been no complications of this type 
since the deleterious effect of light was discovered. 
The drug can be weighed out safely in a laboratory 
lighted by ordinary artificial light, but the individual 
dose should be kept in paper containers. The final 
solution for injection should be made immediately 
before treatment, and again, it should be empha- 
sized that the flasks should be covered with dark 
brown or black paper while being transported to 
the ward. The infusion bottle should be covered 
with a towel while the infusion is being given. 


Stilbamidine Neuropathy 


The only uncontrollable complication of stilbam- 
idine therapy is the development of a peculiar 
type of neuropathy. This usually occurs in the area 
of the skin supplied by the sensory portion of the 
trigeminal nerve, but in tropical countries there may 
be involvement of the neck, trunk, and arms. Some- 
times the disturbance is limited to the area supplied 
by a single branch of the trigeminal nerve. In early 
cases there is often a loss of the sensation to light 
touch associated with the preservation of the sense 
of pressure, pain, and heat. In well-developed cases 
there may be paresthesia, anesthesia, hypalgesia, 
and numbness. Sen Gupta believes the damage is 
in the sensory nucleus of the trigeminal nerve in the 
pons. Other investigators believe the damage is to 
the peripheral portions of the nerve because of the 
eventual complete recovery in most cases. 

This complication may appear as early as one 
month or as late as thirteen months after cessation 
of therapy, but most cases appear during the fourth 
or fifth month. There is no specific therapy. Spon- 
taneous recovery begins in a few months after the 
maximum development of the disability but may not 
be complete for as long as two years. 

This complication occurs, at least in a mild form, 
in a large percentage of cases. When first observed 
in India and in Africa, the frequency was low, and it 
was not high in the cases of multiple myeloma treat- 
ed in this country. Many of the myeloma cases died 
before the complication could develop. A restudy 
after two to three years of cases of kala-azar which 
chad been treated in Africa revealed forty-one in- 


stances in forty-five patients in one series, and 
twenty-two of twenty-four patients in another series. 

Three of the four cases of blastomycosis treated 
by Schoenbach developed this complication. It has 
developed in all three of our cases who were known 
to have had extensive exposure to direct sunlight 
but in only four of seven who tried to remain out of 
the light. Most of our cases, however, have been 
observed for only four to six months since the last 
dose of the drug, and undoubtedly there will be 
more instances in the coming months. 

Several years ago Snapper suggested that the in- 
cidence and severity of this complication might be 
reduced if the patients were protected from sun- 
light, on the theory that the sensory part of the 
fifth nerve was damaged by the conversion of the 
stilbamidine stored in the skin to a toxic compound 
by the action of sunlight. This theory seems logical 
and is supported by the observations of Sati in 
Africa, who has reported that the location of the af- 
fected areas corresponds to the type and distribu- 
tion of the clothing worn or not worn by the patient. 
In one of our patients the numbness of the face 
developed immediately after a sunburn on a fishing 
trip. 


2-Hydroxystilbamidine 


Sen Gupta in India found that 2-hydroxystilbam- 
idine was almost as effective as stilbamidine in the 
therapy of kala-azar and did not result in the devel- 
opment of the sensory neuropathy characteristic of 
stilbamidine. 

Two cases of blastomycosis have been treated suc- 
cessfully by Snapper and his associates with 2-hy- 
droxystilbamidine. The more severe case required a 
total dose of 12 Gm. of the drug. 

It is obvious that 2-hydroxystilbamidine will re- 
place stilbamidine as the drug of choice in blastomy- 
cosis unless it can be shown that strict shielding of 
the patient’s skin from sunlight will prevent the 
development of neuropathy. 


Illustrative Cases 


During the past two years we have had the op- 
portunity to treat ten cases of blastomycosis with 
stilbamidine. The results have been excellent in all 
but one who received an inadequate amount of the 
drug. Many of our cases have developed the sensory 
neuropathy as a complication. These cases of blas- 
tomycosis will be published later in detail but will 
be summarized briefly in this report to emphasize 
the type of case which responds to this treatment, 
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size of dose, and occurrence of sensory neu- 
ropathy, 

Case 1. (C. B. #051379.) A white male, 49 years 
of age, developed a lesion of the larynx in February, 
1948. The larynx was removed in September, 1948, 
after a biopsy report of carcinoma. A study of the 
specimen revealed the presence of Blastomyces der- 
matitidis and the absence of carcinoma. X-ray, vac- 
cine, and potassium iodide therapy did not control 
the infection, which gradually spread to the skin of 
the neck and down the trachea. 

Daily injections of stilbamidine for twenty-eight 
days were started November 29, 1951, by the method 
outlined above. A total of 3.9 Gm. was administered, 
the maximum daily dose being 150 mg. or 2.5 mg./ 
kg. Improvement was noted in fifteen days, and or- 
ganisms could not be recovered after twenty days. 
The lesions of the skin and trachea continued on to 
complete recovery in a three-month period without 
any additional therapy. 

The patient was readmitted March 21, 1952, for 
stenosis of the trachea which was relieved by a 
plastic operation performed by Dr. William Sealy. 
Four daily doses of stilbamidine, at 150 mg. each, 
were given immediately before the operation. This 
added 0.6 Gm. to the previous amount, making the 
total 4.5 Gm. The operation was a success, the pa- 
tient is apparently well fourteen months after the 
beginning of therapy, but mild numbness of the face 
and arm developed five months after the first course 
of stilbamidine. 

Case 2. (M. T. #D36083.) A white male, 23 years 
of age, developed a consolidation of the right upper 
lobe in January, 1952. Blastomyces dermatitidis was 
isolated from the sputum. He received daily doses of 
stilbamidine for four weeks between March 13, 1952, 
and May 6, 1952. The maximum daily dose was 150 
mg. or 2.5 mg./kg. and the total dose 4.2 Gm. A 
mild urticaria developed a few days before the end 
of the treatment and was controlled with Pyribenza- 
mine. 

Some improvement was noted in the pulmonary 
lesion at the time of discharge. Dramatic clearing 
occurred during the next 30 to 60 days leaving only 
a small scarred area in the lung. He developed 
numbness of the face with loss of sensation to light 
touch in the region supplied by the fifth nerve, four 
months after cessation of therapy, and burning and 
watering of the eyes after seven months. The blasto- 
mycosis is apparently well nine months after dis- 
charge. 

Case 3. (E. C. #$D34828.) A colored male, 16 years 
of age, had the same history, x-ray, and laboratory 
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findings as in case 2. He received 4.6 Gm. of stilbami- 
dine between April 4, 1952, and May 10, 1952. 
The maximum daily dose was 150 mg. or 3 mg./kg. 
His pulmonary lesion cleared at the same rate and 
he is apparently well nine months after discharge. 
He developed a maculopapular rash over his face, 
trunk, and upper extremities two days after the last 
dose of stilbamidine and a slight numbness over the 
face four months after discharge. 

Case 4. (J. M.) A white male, 48 years of age, 
developed a right upper lobe lesion in May, 1952, 
diagnosed as a neoplasm. The right upper lobe was 
removed and found to be infected with Blastomyces 
dermatitidis. He received a total of 4 Gm. of stil- 
bamidine between July 8, 1952, and August 8, 1952. 
The maximum daily dose was 150 mg. Three 
months after the last dose his face was sunburned on 
a fishing trip, and immediately a sensation of numb- 
ness was noted. The numbness is mild, fluctuates in 
degree from time to time, and is confined largely to 
the bridge of the nose and the upper lip. This dis- 
ability has lasted for five months but seems to be 
improving at the present time. 

Case 5. (T. H. #B7048.) A white male, 51 years of 
age, developed pulmonary blastomycosis in Novem- 
ber, 1949, which responded to potassium iodide 
therapy. He developed pulmonary tuberculosis in 
September, 1950, which cleared with streptomycin 
and PAS. The left testicle was removed for blasto- 
mycosis in November, 1950, and the right testicle 
for the same infection in June, 1951. In May, 1951, 
a typical dermal lesion appeared on the left ankle 
from which Blastomyces dermatitidis was isolated. 

He received a total of 4 Gm. of stilbamidine be- 
tween September 26, 1952, and October 25, 1952, 
with a maximum daily dose of 150 mg. or 1.9 mg./ 
kg. Healing began after two weeks and was complete 
in two months after discharge. Mild numbness of the 
face developed in the fourth month after the last 
dose of stilbamidine. 

Case 6. (W. H. #D49491.) A white male, 65 years 
of age, developed a lesion on his face and leg in 
May, 1951. The left testicle became involved and 
was removed in July, 1952. Evidence of infection of 
the right testicle appeared about August 5, 1952. 
Blastomyces dermatitidis was demonstrated in or 
isolated from all of these lesions except the right 
testicle. 

He received 4 Gm. of stilbamidine between Octo- 
ber 6, 1952, and November 4, 1952. The maximum 
daily dose was 150 mg. or 2.1 mg./kg. There was 
rapid improvement in the skin lesions after two 
weeks of therapy. The patient was apparently well 
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four months after discharge but developed mild 
numbness of the face during the fifth month. 

Case 7. (G. J. #C85651.) A colored male, 24 years 
of age, developed blastomycosis of the lungs in 
August, 1949, which progressed to involvement of 
the ribs, vertebrae, chest wall, left hand, and left 
foot. Some improvement followed treatment with 
vaccines and potassium iodide. 

He received 3.5 Gm. of stilbamidine between 
September 20, 1952, and October 21, 1952. The 
maximum daily dose was 150 mg. or 2.8 mg./kg. 
There was rapid improvement in the draining 
sinuses of the chest wall after fifteen days of therapy, 
and draining ceased after one month. Two months 
after discharge the patient felt quite well, but the 
bone defects remained unchanged. The external 
lesions healed, but numbness of the face developed 
four months after cessation of treatment. 

Case 8. (U. H. #B51018.) A colored male, 45 years 
of age, was seen first April 21, 1945, with extensive 
blastomycosis of the perineal region. He was desen- 
sitized with a Blastomyces vaccine, followed by po- 
tassium iodide therapy, and the lesion disappeared 
but recurred in January, 1949, and slowly increased 
until he was readmitted for stilbamidine therapy 
October 8, 1952. 

He received 2.1 Gm. between October 18, 1952, 
and October 29, 1952, with a maximum daily dose 
of 150 mg. or 1.8 mg./kg. There was a remarkable 
improvement in the lesion at the end of the series of 
injections. Four months after discharge the patient 
was apparently well. 

Case 9. (O. M. #D49751.) A colored male, 4 years 
of age, developed symptoms suggestive of a brain 
tumor in July, 1952. When admitted October 7, 
1952, he was found to have a pulmonary lesion, 
empyema, and destructive lesions of frontal bone 
and left ankle. Blastomyces dermatitidis was isolated 
from several of these lesions. 

He received 0.9 Gm. of stilbamidine between 
November 5, 1952, and December 6, 1952. The 
maximum daily dose was 40 mg. or 2.7 mg./kg. The 
patient began to improve after two weeks of ther- 
apy. He was discharged December 6, 1952, but re- 
admitted for observation but not re-treated Decem- 
ber 20, 1952. The patient was apparently well when 


discharged January 11, 1953. No complications have 
developed in the three months since the last dose of 
stilbamidine. 

Case 10. (M. B. #D41090.) A white female, 37 
years of age, developed a granulomatous lesion on 
the right ankle in July, 1948, which was treated 
with x-ray therapy and Lugol’s solution. Blasto- 
myces dermatitidis was isolated in another hospital 
in December, 1950. A subculture was sent to Dr. 
Norman F. Conant who confirmed the diagnosis. 
Positive cultures were never obtained while in our 
hospital. 

The patient received a total dose of 1.6 Gm. The 
maximum daily dose was 150 mg. or 2.9 mg./kg. 
between June 9, 1952, and June 20, 1952. The 
lesion was improving when she was discharged but 
relapsed after a month, and by October 11, 1952, 
was twice as large as before the stilbamidine was 
given. The case was complicated by excessive sensi- 
tivity to iodides. 


Summary 


It is apparent that stilbamidine will cure patients 
with advanced disseminated blastomycosis. The 
immediate toxic reactions can be prevented by di- 
luting the drug in 100 to 300 ml. of 5 per cent 
glucose in distilled water or normal saline and ad- 
ministering it by slow intravenous infusion over a 
period of one to three hours. Both the intermittent 
and the continuous type of therapy have given 
satisfactory results. The total dose in the continuous 
type of therapy has been about 4 Gm., and in the 
intermittent type, from 4.5 to 6 Gm. Destructive 
lesions of the liver and kidneys have been prevented 
by protecting the drug from sunlight. 

The chief complication has been the development 
of a neuropathy of the sensory portion of the fifth 
nerve some three to five months after cessation of 
therapy. Lesions confined to the skin should be 
treated with vaccines, iodides, and x-ray rather than 
stilbamidine. One severe and one mild case of 
blastomycosis have been treated successfully with 2- 
hydroxystilbamidine without the development of 
the peripheral neuropathy. 

A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 
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Cips from Other Journals 


Ligation of Esophageal Varices 


THE construction of anastomoses between the portal 
and systemic venous systems has proven the best 
means of preventing hemorrhage from esophageal 
varices, according to a recent report by Linton and 
Warren. However, many patients die from exsan- 
guinating esophageal hemorrhages before such 
shunts can be performed. Of a group of patients 
reported by them, with intrahepatic portal bed 
block due to cirrhosis, 49 per cent died directly 
or indirectly because of hemorrhage before shunt 
surgery could be performed. 

Various methods for the control of bleeding 
esophageal varices have been described, including 
ligation of the splenic artery, ligation of the splenic 
and hepatic arteries, injection of the esophageal 
varices with sclerosing solutions, and esophagogas- 
trectomy. None of these has been very satisfactory. 

The authors have used a single intragastric bal- 
loon, made from the double-lumen Miller-Abbott 
tube, using a 10 cm. length of thin-walled Penrose 
rubber drain as the balloon. This balloon, passed 
into the stomach, is inflated with 500 cc. of air. It 
is then drawn up against the cardio-esophageal 
junction and maintained in position by traction 
with a two-pound weight. However, even though 
bleeding is controlled by this means, the seal at the 
site of rupture is not very strong, and repeated 
hemorrhages frequently occur. These result in a 
serious threat to the patient’s life, not only be- 
cause of blood loss, but because of anoxia with 
liver damage. 

They have therefore recommended that after 
temporary control of bleeding with a balloon tube, 
the thorax should be opened, the lower end of the 
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esophagus exposed, and through an incision not 
longer than 5 cm., the varices ligated. The esopha- 
gus is then closed in two layers, and after the 
patient’s condition has been improved, particularly 
with respect to the underlying liver disease, a shunt 
operation is performed. 

Before the shunt is carried out, the authors rec- 
ommend that the serum albumin level should be 
brought to a point above 3 Gm. per cent, ascites 
controlled, and the van den Bergh test and pro- 
thrombin time brought to near normal levels. This 
procedure has been performed in eleven patients for 
cirrhosis of the liver as a lifesaving procedure, with 
one postoperative death. (Surgery, 33 :243. 1953.) 


Idiopathic Thrombocytopenic Purpura 


In a careful hematologic and immunologic study of 
idiopathic thrombocytopenic purpura, Stefanini and 
associates concluded that this is an extremely pro- 
tean disease. They listed factors in its pathogenesis: 
(1) inhibition of maturation of megakaryocytes 
(?hypersplenism) ; (2) action of agglutinating anti- 
platelet factor in plasma (in chronic cases only) ; 
(3) sequestration and destruction in spleen of 
platelets “sensitized” by antiplatelet factor. (Blood, 
8:26, 1953.) 


Mandibular Joint Neuralgia 


MANDIBULAR joint neuralgia (Costen’s syndrome) 
may cause vertex and occipital pain, otalgia, glos- 
sodynia, and pain about the nose and eyes. It is 
most commonly due to unilateral or bilateral loss 
of posterior teeth, resulting in malocclusion. Ill- 
fitting dentures, a destructive lesion of the tempo- 


AL 
\ 
| 


romandibular joint, maloccluding natural teeth, 
impacted unerupted third molars, or any local con- 
dition resulting in overclosure of the jaws can also 
be responsible for the syndrome. 

Resultant abnormal pressure in the mandibular 
fossa causes either direct nerve compression or re- 
flex irritation of nerves lying in close proximity 
to the joint. All symptoms may be relieved by 
proper reposition of the jaws. In the three cases 
reported by Beyers and Teich, the missing posterior 
teeth were replaced with a gauze pledget. The pain 
and ear symptoms were immediately relieved by 
biting down on this pledget. Definitive treatment 
was then effected by the use of a proper dental 
prosthesis. (Arch. Int. Med., 90:389. 1952.) 


Mechanism of Coronary Pain 


Guson and Day had an opportunity to study five 
patients who suffered for prolonged periods from 
pain of anginal type, poorly responsive to nitro- 
glycerin. Associated with pain were “ischemic 
patterns” in the electrocardiogram. Finally the 
process culminated in an infarction, and when this 
happened, pain abruptly ceased. The authors pre- 
sented these findings as evidence that coronary 
pain is related to myocardial ischemia rather than 
to infarction. In addition they hopefully suggested 
that infarction may be preventable in some such 
cases if all measures are employed to maintain 
viability of the myocardium during the period of 
pain and ischemia, and prior to the time of infarc- 
tion. (Ann. Int. Med., 38:470, 1953.) 


Reiter’s Syndrome 


Rerrer’s syndrome—urethritis, conjunctivitis, and 
arthritis—was studied in twenty-three young adult 
white males by Hall and Finegold. Although the 
etiology of the disorder remains unknown, the 
authors suggested that it may be due to a venereal 
infection, with the urethra as the portal of entry. 
This idea seemed plausible because urethritis was 
the initial symptom in about 60 per cent of the 
cases, and in fourteen patients there had been a 
recent extramarital sexual exposure prior to onset 
of their disease. 

In addition to the main symptom triad, most of 
the patients had low-grade fever of variable dura- 
tion (4 to 113 days), and all of them had mucocu- 
taneous lesions. The commonest of the latter lesions 
were small erythematous papules, often surmounted 
by vesicles, occurring usually on the glans or pre- 


puce. Vesicles in the mouth were also common. 
Five patients had an extensive eruption indistin- 
guishable from keratoderma blenorrhagica. 

Urethritis lasted about a month in most cases. 
Although conjunctivitis was usually mild, there 
were a few instances in which it progressed to 
corneal ulceration, and two patients had irido- 
cyclitis. 

Arthritis was the most disabling feature of the 
syndrome. It usually progressed in a migratory 
fashion and its distribution was often asymmetrical, 
involving principally the large joints. In the more 
severely affected joints the arthritis usually per- 
sisted for several months, with exacerbations and 
remissions. It was almost always completely re- 
versible. 

The mainstays of treatment were rest, high- 
caloric diet, salicylates, and physiotherapy. Strepto- 
mycin afforded some benefit in four of the six cases 
in which it was used. Sulfadiazine, penicillin, aureo- 
mycin, and chloramphenicol had no effect. Corti- 
sone or ACTH caused suppression of fever and 
joint symptoms, but the effect was quite temporary. 
(Ann. Int. Med., 38:533, 1953.) 


Thyroid Hormone Therapy 


IN HIS review of uses and abuses of thyroid hormone 
therapy, Perlmutter listed three categories, as 
follows: 


A. Conditions in which thyroid therapy is valuable: 
1. Hypothyroidism 
2. Hypopituitarism 
3. Goiter 
a. Puberal 
b. Medicamentosa 
4. Habitual abortions 
B. Conditions in which thyroid therapy is of doubtful value: 
1. Sterility 
2. Malignant exophthalmos 
3. Goiter 
a. Nontoxic multinodular 
b. Large single nontoxic nodule 
4. Miscellaneous: dry skin, deafness, corneal ulcers, Ménieré's 
syndrome 
C. Conditions in which thyroid therapy is probably of no value: 
1. Obesity 
2. Slipped epiphysis 
3. Nephrosis 
4. Hypometabolism without hypothyroidism 


The author gave warning about the special sensi- 
tivity of hypothyroid patients to desiccated thyroid. 
For the adult myxedematous patient, 6 mg. or at 
most 15 mg. is the recommended initial daily dose. 
Every two weeks, this dose can be increased by a 
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small amount until an optimal dose is attained. 

In contrast to this, patients having hypometabo- 
lism without hypothyroidism show no change in 
clinical picture or B.M.R. when they are given thyroid 
substance even in large amounts (240 mg. a day). 
Actually these are “normal” subjects who happen 
to have a B.M.R. that is somewhat below the average. 
Incidentally, Perlmutter warned that when they 
take desiccated thyroid for some time, cessation of 
therapy may be followed by temporary induced 
hypothyroidism—a result of inhibition of normal 
thyroid function by thyroid medication. (Metabo- 
lism, 2:81, 1953.) 


Diverticulitis of the Colon 


BELIEVING that there is less risk from elective resec- 
tion of the sigmoid than from serious complications 
in some cases of sigmoid diverticulitis, Bartlett and 
McDermott propose that surgical treatment is the 
method of choice in selected cases. The authors 
recognize that most diverticula of the colon give no 
symptoms and that most attacks of diverticulitis 
subside after a period of conservative treatment. 
However, there are some cases that go on to develop 
one or more major complications—perforation with 
generalized peritonitis, walled-off abscess, fistula, 
intestinal obstruction, bleeding. With a view to 
preventing such complications, Bartlett and McDer- 
mott therefore recommend sigmoid resection for 
treatment of diverticulitis when there is (1) history 
of recurrent bouts of acute diverticulitis, (2) evi- 
dence of continued activity of the inflammation, 
(3) presence of persistent occult bleeding, or 
(4) suspicion of a co-existing malignant neoplasm. 


(New England J. Med., 248:497, 1953.) 


Toxic Effects of Quinidine 


NotinG that evidences of quinidine toxicity devel- 
oped more often in patients who received this drug 
during a time when they had congestive heart fail- 
ure, Brown, Holzman, and Creelman studied quini- 
dine blood levels in patients having heart failure 
and in those not having this condition. 

It was found that the rate of elimination of quini- 
dine was significantly slower in the heart failure 
patients, so that they retained “peak” levels of the 
drug for a much longer time. The authors con- 
cluded that the tendency for excretion of quinidine 
to be delayed indicates a need for caution in con- 
tinued administration of the drug to patients with 
congestive heart failure if serious or even fatal toxic 
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effects are to be avoided. They recommended that 
doses of the drug for such patients be controlled 
by serum quinidine determinations. (Am. J. M. 
Sc., 225:129, 1953.) 


Circulating Anticoagulant in a Hemophiliac 


Crevetp, Hoorweg, and Paulssen reported the case 
of a hemophiliac whose blood developed an addi- 
tional coagulation defect due to the presence of a 
circulating anticoagulant. This was thought to be 
the result of the many blood transfusions that had 
been given over a period of years. The patient was 
ser.ously handicapped by this anticoagulant because 
it prevented transfusions from having a salutary 
effect on his clotting time. However, when ACTH 
and cortisone were given along with a transfusion, 
the patient’s clotting time was satisfactorily short- 
ened. (Blood, 8:125, 1953.) 


Acute Postoperative Pancreatitis 


ACUTE postoperative pancreatitis was described by 
Dunphy, Brooks, and Achroyd as a tragic and 
somewhat inexplicable accompaniment of surgical 
operations. On the basis of personal experience 
with eight cases encountered during a two-year 
period, plus a review of other medical writings on 
the subject, these authors attempted to elucidate 
the pathogenesis of the condition. 

Ductal obstructions or direct trauma to the pan- 
creas were thought to be obvious provocative fac- 
tors. In addition, it was emphasized that interfer- 
ence with arterial flow to the pancreas may cause 
severe pancreatic necrosis when other factors are 
also active. In this connection, particular attention 
was called to the vulnerability of the posterior pan- 
creaticoduodenal artery (retroduodenal artery). 

Finally, a report was given on preliminary obser- 
vations regarding postoperative changes in volume 
and viscosity of pancreatic secretions. It was sug- 
gested that increased viscosity and reduced volume 
of secretions would contribute to pancreatitis by 
favoring obstruction in smaller pancreatic ducts. 


(New England J. Med., 248:445, 1953.) 


Staphylococcic Enteritis 


A report by Dearing and Heilman repeated the 
warning that dangerous staphylococcic superinfec- 
tions sometimes develop during administration of 
antibiotics. In this instance the authors wrote espe- 
cially about staphylococcic enteritis in patients 
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who had received aureomycin or terramycin by 
mouth. The organism causing the enteritis was re- 
sistant to these antibiotics and presumably had an 
opportunity to flourish when the drugs altered the 
intestinal flora. 

The enteritis usually caused diarrhea of varying 
severity. Excessive fatigue, fever, anorexia, nausea, 
vomiting, and distention were frequently present. 
When the systemic reaction was severe, varying 
grades of shock appeared. 

The authors warned that when diarrhea develops 
in a patient receiving aureomycin or terramycin, 
the drug should be stopped. Smears and cultures 
of stools are then made. In addition to symptomatic 
and supportive treatment, if the patient is seriously 
ill, erythromycin should be started without waiting 
for reports of bacteriologic examinations. This latter 
drug, in doses of 300 to 400 mg. four times daily 
by mouth, was effective against the “resistant” 
strains of staphylococci causing the enteritis. How- 
ever, the authors implied that it may be only a 
question of time before there will be bacterial 
strains that are resistant to this newer antibiotic. 


(Proc. Staff Meet., Mayo Clin., 28:121, 1953.) 


Cancer of the Lung in Physicians 


Prior investigations having shown that there is a 
strong relationship between tobacco smoking and 
bronchiogenic carcinoma, Wynder and Cornfield 
restudied that relationship in a group of persons 
having little occupational exposure to respiratory 
irritants and having equal access to diagnostic 
facilities. For this purpose, physicians were chosen. 

Results of earlier studies were borne out. It was 
found that the average age at death for physicians 
with cancer of the lung was lower than for those 
with other forms of cancer, and that patients with 
cancer of the lung smoked considerably more than 
the controls. Mortality was higher among cigarette 
smokers than among either pipe or cigar smokers. 
(New England J. Med., 248:441, 1953.) 


Infectious Hepatitis in Pregnancy 


RECOGNIZING that a combination of pregnancy and 
infectious hepatitis is comparatively rare and that 
the average physician would not have firsthand 
knowledge about prognosis, Roth has reported on 
four cases of his own and on twelve additional cases, 
ten of them gathered from the experience of col- 
leagues and two from published reports. Except for 
a tendency to abortion and premature labor, infec- 


tious hepatitis affects pregnant women in about the 
same way as it affects nonpregnant women. 
Mortality is apparently no greater than in the 
nonpregnant with hepatitis, and there is no indi- 
cation for therapeutic abortion or for induction of 
labor. Such procedures may worsen the hepatitis 
because of additional stress of operation, trauma, 
and anesthesia. (Am. J. M. Sc., 225:139, 1953.) 


Acute Hemorrhagic Pancreatitis 


In a preliminary report, Kenwel and Wells stated 
that eleven consecutive cases of acute hemorrhagic 
pancreatitis were benefited by administration of 
salt-free human serum albumin. By contrast with 
nineteen other cases in which albumin had not 
been used and in which the mortality incidence was 
31.6 per cent, the eleven patients had an obviously 
more benign course and there were no deaths. 

The serum albumin was given intravenously in 
300 to 500 cc. amounts daily for three to five days. 
Other details of therapy were orthodox and did not 
differ from those used in the nineteen contrasting 
cases. As a rationale for use of serum albumin in 
acute hemorrhagic pancreatitis, the authors sug- 
gested that the substance is effective because of its 
antitryptic action. (Surg., Gynec. e Obst., 96-169, 
1953.) 


Chronic Constrictive Pericarditis 


A coop deal of evidence has been presented to 
show that chronic constrictive pericarditis is not 
caused by rheumatic heart disease. This has led to 
the feeling that a diagnosis of constrictive peri- 
carditis can be excluded when there are unmistak- 
able signs of rheumatic valvular disease. The fallacy 
of this belief is exemplified by the experience of 
Kaltman, Schwedel, and Straus who reported five 
cases in which the two conditions were present 
coincidentally. The importance of recognizing such 
an association is obvious from the fact that surgical 
relief of the constriction might make a considerable 
difference in a patient’s clinical course. 

The authors emphasized that chronic constrictive 
pericarditis can be diagnosed more readily if certain 
facts are remembered, as follows: 

1. Although absence of other types of heart 
disease is a valuable clue in arriving at a diagnosis 
of chronic constrictive pericarditis, the converse is 
not true. 

2. In any patient with heart disease that follows 
an atypical course, it is well to suspect constrictive 
pericarditis. 
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3. Although the heart may be “‘small and quiet,” 
the size of the heart and the loudness of heart 
sounds should play no role in exclusion of a diag- 
nosis of constriction, and the amplitude of cardiac 
pulsations may be within normal limits. 

4. When the question of constriction is unre- 
solved after thorough study, exploratory thoracot- 
omy is indicated. (Am. Heart J., 45:201, 1953.) 


“L.E.”’ Test in Penicillin Reactions 


IN THREE of six cases of penicillin reaction, Walsh 
and Zimmerman demonstrated the presence of 
“L.E.” plasma factor. All three were adult males 
having severe reactions of the serum sickness type. 

This result cast doubt on the specificity of the 
**L.E.” phenomenon for lupus erythematosus dis- 
seminatus, and also suggested that the phenomenon 
may be related to various hypersensitivity reactions. 
(Blood, 8:65, 1953.) 


Stress Erythrocytosis 


In a recent editorial, Dameshek proposed the term 
“stress erythrocytosis”’ for those plethoric men who 
are sometimes misdiagnosed as polycythemia vera. 
The chief reason for differentiating these conditions 
is that stress erythrocytosis is often treated to no 
avail with venesection, x-ray, or radioactive phos- 
phorus. The full picture of the condition is typified 
as a ruddy-complexioned, stocky man having hyper- 
tension and a strong predilection to develop peptic 
ulcer and coronary atherosclerosis. The splenomeg- 
aly and retinal vein distention of true polycythemia 
are lacking. 

Other differences of the main causes of erythrocy- 
tosis are shown in the following table, which has 
been modified from Dameshek’s presentation. 
(Blood, 8 :282, 1953.) 


Differential features of various types of erythrocytosis. 


Peptic Ulcer in Infancy and Childhood 


McAtzesE and Sieber have reported a group of six- 
teen cases of gastric and duodenal ulcers in infancy 
and childhood, and have discussed the diagnosis 
and treatment. Although such cases were seen in 
all age groups of infancy and childhood, perforation 
and hemorrhage were more common in the younger 
patients, while pain and obstructive symptoms oc- 
curred more often in the older ones. 

Four cases of duodenal ulcer had associated 
diseases, including Banti’s syndrome, congenital 
hydrocephalus, serious drug reaction, and cystic 
fibrosis of the pancreas. The three cases of gastric 
ulcer were associated with tuberculosis of the 
spine, brain abscess, and bronchial asthma, re- 
spectively. 

The roentgenologic examination is of consider- 
able value in such cases, both in confirming the 
diagnosis and in the following of the results of 
treatment. The authors suggested that a high index 
of suspicion and an increase in the number of x-ray 
examinations should bring about an improvement 
in the number of correct diagnoses of this condition 
in its more benign stages. The diagnosis was made 
at post-mortem examination in four, at operation in 
two, and by roentgenogram in ten of the reported 
cases. 

Five of the patients had a posterior gastro- 
enterostomy in an attempt to cure the ulcer. Two 
of these developed marginal ulcers, and one re- 
quired a subtotal gastrectomy because of obstruc- 
tion and hemorrhage four years later. The use of 
gastric analysis was not found to be of great assist- 
ance in childhood, because of the difficulty in 
carrying out the tests and the variability of the 
normal values. 

Surgical closure was recommended for all cases 
of perforation, but the opening should be closed 


polycythemia vera 


onoxemic erythrocytosis 


stress erythrocytosis 


R.B.C. Greatly increased 


Hematocrit Greatly increased 
W.B.C. Moderately increased 
Platelets Greatly increased 
Reticulocytes Increased 
Arterial Oo 

saturation Normal 
Blood volume 

Total Increased 

R.B.C. Increased 

Plasma Normal 
Sedimentation rate 0.1 mm./hr. 


Moderately increased 
Moderately increased 


Slightly increased 
Slightly increased 


Normal Normal 

Normal Normal 

Normal Normal 

Low Normal 
Increased Low 

Increased Normal 

Low or normal Low 

Above 1 mm./hbr. Above 1 mm./hr. 


GP July, 1953 


by an omental plug, with well-placed sutures, 
rather than by the use of a purse-string technique, 
because of the danger of stenosis and obstruction. 

The management of hemorrhage is difficult. In 
many instances severe bleeding in childhood can 
be managed successfully by conservative means, but 
a high percentage of such cases will require addi- 
tional treatment at a later age. In general, it was 
the feeling of the authors that severe hemorrhage, 
which does not respond to adequate transfusion 
within twenty-four hours, should be treated by 
surgical exploration. 

In advanced cases, with intractable symptoms 
and obstruction, gastroenterostomy has been recom- 
mended by many investigators. The authors stated, 
however, that this may not be the best procedure in 
all such cases. (Ann. Surg., 137:334, 1953.) 


Gentisates for Rheumatic Fever 


On THE basis of experience with seventy-five cases 
of acute rheumatic fever, Clarke, Mosher, and 
Clarke concluded that gentisic acid derivatives are 
superior to salicylates in their antirheumatic activity. 
They tested various derivatives and found that all 
had a quicker suppressing effect gn rheumatic 
activity and were less likely to cause undesirable 
side effects than salicylates. 

Sodium gentisate was effective but had two dis- 
advantages. (1) It was eliminated so rapidly that 
effective treatment required administration of a 
dose (usually 1 Gm.) every three hours during the 
twenty-four. (2) The presence of sodium was ob- 
jectionable for patients having myocardial insuffi- 
ciency. The former disadvantage was overcome by 
combining sodium gentisate with methyl cellulose 
in order to prolong absorption from the gastro- 
intestinal tract. Both disadvantages were nullified 
by use of gentisic acid ethanolamide. (Circulation, 
7:247, 1953.) 


Coccidioidal Pericarditis 


A RECENT report of three cases of coccidioidal peri- 
carditis by Larson and Scherb indicates that this 
type must be considered in the differential diagnosis 
of any case of pericarditis in which there is a his- 
tory of the patient having lived in or visited an area 
in which coccidioidomycosis is endemic. In estab- 
lishing the diagnosis, a positive coccidioidin skin 
test is helpful, but more important are positive 
complement fixation and precipitin tests, or recov- 
ery of the organism from the sputum or the peri- 
cardial fluid. (Circulation, 7:211, 1953.) 


Abdominal Incisions in Infants and Children 


In a recent study of abdominal incisions for infants 
and children, Gross and Ferguson reported a strik- 
ing decrease in the number of wound disruptions in 
recent years despite an ever-increasing volume of 
abdominal surgery. They ascribed this favorable 
trend to several factors. 

In the general care of abdominal cases, at Chil- 
dren’s Hospital in Boston, distention was _pre- 
vented, whenever possible, by continuous gastric 
suction. When distention appeared, constant gastric 
intubation and suction were combined with the use 
of 90 to 95 per cent oxygen, administered in a tent. 
Wound infections were prevented whenever possible 
by the use of chemotherapy. Attention was paid to 
the correction of anemia, hypoproteinemia, electro- 
lyte imbalance, and avitaminosis. Edema was pre- 
vented in most instances by the administration of 
parenteral fluids and electrolytes in properly lim- 
ited amounts. 

In addition to these general factors, the authors 
emphasized certain principles in the local care of 
wounds. Special emphasis was placed upon gentle, 
meticulous surgical technique in the handling of all 
surgical wounds. 

Incisions were chosen which were as small as 
possible to allow adequate exposure of the sus- 
pected disease process, and were made by splitting 
layers of the abdominal wall in different directions 
whenever possible. 

The use of the gridiron incision in the treatment 
of hypertrophic pyloric stenosis and in the treat- 
ment of appendicitis has been particularly valuable. 
In hypertrophic pyloric stenosis, an incision was 
used which lay one fingerbreadth below and parallel 
to the right costal margin and extended from the 
outer border of the right rectus muscle, laterally 
for a distance of about 4 cm. Muscle and fascial 
layers were split in the direction of their fibers, and 
the peritoneum was opened transversely. 

Since this particular incision has been in use, 
there have been no eviscerations in the treatment 
of pyloric stenosis. 

In appendicitis, a modified McBurney muscle- 
splitting incision was employed. This lies a little 
higher and is somewhat more transverse than the 
customary incision used in adults. It can be ex- 
tended medially by division of the anterior rectus 
sheath and retraction of the rectus muscle. 

Whenever bowel was brought through the ab- 
dominal wall, as in a colostomy, ileostomy, or 
Mikulicz resection, it was anchored to the peri- 
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toneum around its entire circumference with inter- 
rupted silk sutures. Using these precautions, they 
reported a lowering of the incidence of evisceration 
to 0.3 per cent in recent years. (Ann. Surg., 137:349, 
1953.) 


Trauma as a Co-carcinogen 


ALTHOUGH the preponderance of medical opinion 
has repeatedly denied the possibility of a causal 
relationship between trauma and cancer, Kotin and 
Kahler have reported a case in which injury ap- 
peared to play a definite part in the origin of a 
malignant tumor. A 60-year-old petroleum worker, 
frequently exposed to the heavy refined oil used in 
transformers and electric motors, was injured by a 
laceration on the dorsum of his right hand. The 
wound healed slowly, and two weeks before his 
admission to the hospital a severe blow was re- 
ceived on the injury site, following which a tumor 
appeared and grew rapidly. The pathologic exami- 
nation of this tumor revealed a squamous cell carci- 
noma, grade 1. 

The authors believe that suboptimal exposure of 
the skin to carcinogenic hydrocarbons serves as an 
initiating phase by converting some of the cells of 
the skin of experimental animals to a preneoplastic 
condition. Following this, such factors as wound 
healing, freezing with carbon dioxide snow, croton 
oil, and mechanical irritation can convert the skin 
to true neoplasm. 

Employees exposed to contact with certain petro- 
leum oils obtained from the fluid catalytic cracking 
process are believed to have an occupational cancer 
hazard, as reported by Holt. Thus, although single 
trauma alone is not believed capable of producing 
cancer since trauma constitutes not the initiator 
but a promoting agent, it appears that under some 
circumstances it may play a role in the etiology of 
malignant tumors. The authors recommend that a 
detailed occupational and environmental history of 
patients should be taken to determine whether the 
process of co-carcinogenesis may be a factor in de- 
velopment of malignant disease. (Cancer, 6:266, 
1953.) 


Bladder Carcinoma 


Cook and Kimbrough have followed a series of 
fifty-four cases of carcinoma of the bladder in an 
endeavor to evaluate the results of various forms of 
therapy. The patients were from 22 to 74 years of 
age. There were forty-five males and nine females. 
The impressions which they gained from the five- 
year follow-up of these cases were summarized. 
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Early diagnosis and treatment, with follow-up 
cystoscopic examinations every three months, im- 
proved the percentage of five-year survivals. Hydro- 
nephrosis, either unilateral or bilateral, constituted 
a poor prognostic sign. Infiltrating tumors carried 
a poorer prognosis than noninfiltrating lesions. 
Patients with multiple tumors had a greater per- 
centage of five-year survivals than those with single 
tumors. 

They recommended transurethral electroresec- 
tion fulguration in small grade 1 and 2, noninfil- 
trating carcinomas. Suprapubic electroresection or 
incision was indicated in carcinomas larger than 
1.5 cm. in diameter, which were noninfiltrating. 
Segmental resection was recommended in tumors 
not involving the trigone or ureters but which had 
invaded the bladder muscle, without extension out- 
side the bladder. 

Recurrences were treated by any of the above 
methods plus intracavitary irradiation, using a dose 
of 8,000 roentgens. Cystectomy was recommended 
for cases not amenable to segmental resection and 
for patients with repeated recurrences. Radical 
lymph node dissection seemed to be curative in 
some patients. Palliative procedures included exter- 
nal irradiation, cutaneous ureterostomy, and ure- 
terointestinal anastomosis. (J. Urol., 69:507, 1953.) 


Postmastectomy Lymphangiosarcoma 


SINCE its first description in 1948, a number of 
cases of lymphangiosarcoma appearing in post- 
mastectomy patients with lymphedema have been 
reported in the literature. Rawson and Frank have 
evaluated methods of treatment and described a 
case treated successfully by irradiation. Previously, 
radical surgical extirpation had been advised in all 
instances, but only one survival without recurrence 
had been reported. 

The authors reported the development of a well- 
demarcated, nodular, raised reddish-purple lesion, 
10 cm. in diameter, appearing on the inner aspect 
of the arm of a 70-year-old woman, four years after 
a radical mastectomy. Moderate lymphedema had 
been present in the arm following her original opera- 
tion. A similar tumor was present on the left side 
of the upper lip, and a faint irregular “port-wine” 
stain under the left eye. Biopsy of the arm lesion 
revealed lymphangiosarcoma. The lip lesion was 
benign. 

Amputation was suggested to the patient, but 
was refused. Therefore, irradiation was administered 
with a dose of 4,985 r. The lesion disappeared com- 
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pletely and had not recurred one year later. 

The authors suggest, as recommended by Patter- 
son, that such tumors can be cured locally by a 
dose of from 3,500 to 4,000 r. The tumor is not re- 
garded as being completely eliminated by this pro- 
cedure, and with recurrence, sensitivity to irradia- 
tion is lowered. However, the authors believe that 
if amputation is refused, and the lesion is well 
localized, radiotherapy can be offered conscientious- 
ly as an alternative radical therapeutic procedure. 
(Cancer, 6:269, 1953.) 


Poliomyelitis During Pregnancy 


DurinG recent years acute anterior poliomyelitis 
complicating pregnancy has become increasingly 
prominent in medical writings. Bowers and Dan- 
forth have verified 586 cases presenting this combi- 
nation of conditions and have reported twenty-four 
additional cases. Although it has been stated that 
pregnant women are more susceptible to the polio- 
myelitis virus than the nonpregnant, the authors 
found no authentic data to support this claim. It 
was of incidental interest, however, that although 
the disease in preadolescence is more common 
among boys, in the postadolescent period it is al- 
most twice as common in females. 

Among the cases reported and reviewed by the 


authors, the death rate was 9.7 per cent, a figure 


statistically higher than that in the nonpregnant 
group. Although poliomyelitis seems to have no 
predilection for any particular trimester, more than 
one-half of the maternal deaths occurred during 
the last trimester and immediate puerperium. The 
period immediately following delivery seemed to be 
the most critical time, since 12 per cent of the 
maternal deaths occurred in this small group which 
comprised only 3 per cent of the total number of 
cases. It appeared from their report that although 
death from poliomyelitis in pregnancy is higher 
than that in nonpregnant individuals, if the patient 
survives, her chance of residual paralysis seems to 
be no greater than if she were not pregnant. 

The disease does not appear to impose any un- 
due obstetric hazard. In the presence of respiratory 
embarrassment, however, because of excessive tra- 
cheobronchial secretion or bulbar involvement, the 
liberal and prompt use of tracheotomy was urgently 
advocated. After the thirty-second week of preg- 
nancy, Cesarean section is sometimes lifesaving, 
since the presence of the abdominal tumor of preg- 
nancy may impose a serious burden on the pa- 
tient’s respiratory function. No fetal defects were 
reported in this series, but when poliomyelitis was 
acquired during the first or second trimester, in- 
fants at term sometimes showed a significant retar- 
dation in general development and in birth weight. 


(Am. J. Obst. ¢> Gynec., 65:34, 1953.) 


Correction 


Two of the illustrations 
which appear in “Clinical 
and Radiologic Pelvimetry 
in Obstetrics,” by Marvin 
H. Grody, M.D., in the 
May, 1953, GP, were pub- 
lished in error. Figure 13 
(on page 43) and Figure 14 
(page 44) were improper 
adaptations of the author’s 
and editor’s original Figures 
13 and 14 which are repro- 
duced here. The article 
itself is accurate. Readers 
who clipped and filed the ‘ 5 
article should paste the 40 25“ 
accompanying illustrations 
over those in the original. 


RAM FOR ROENTGENPELVIMETRY BY 7 
DIFFCRENTIAL DIVERGENT DISTORTION 


@--------A---- 
Figure 13. The geometry of differ- 


Figure 14. Nomogram for roentgen pelvi- 
ential divergent distortion (Isaacs.) 


metry by differential divergent distortion. 
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Information Please 


Alopecia Areata 


Q. About a year and a half ago a 17-year-old boy developed an 
area of alopecia the size of a dime on the left temporal region. 
He appears to be normal in every other respect. What would be the 
newest and best treatment? 

A. The probabilities are that this boy has an 
alopecia areata. Alopecia areata is occasionally the 
forerunner of a total alopecia, or it may be a self- 
limited disease in which the hair grows back in a 
few months with no subsequent sequellae. The treat- 
ment of alopecia areata consists of the use of irri- 
tating applications to the bald spot, and one of the 
popular methods of treatment is to apply pure 
carbolic acid to the area for perhaps ten seconds, 
then neutralize immediately with alcohol. If ten 
seconds is not a sufficient time to produce an ob- 
vious erythema, the time should be increased at 
each subsequent sitting until the erythema is pro- 
duced. It is well to stay short of blistering. 

Other irritants, such as ultraviolet light, iodine, 
and so on may also be used. Cortisone has been 
recommended as a method of treating alopecia 
areata but its use is not warranted in a condition 
such as this, because the sequellae from the corti- 
sone may be more serious than the alopecia. There 
is no evidence that alopecia areata is due to glandu- 
lar deficiency of any type. 


Mysoline for Epilepsy 


Q. Please discuss the use of Mysoline in epilepsy. 


A. Mysoline is a new and experimental drug not 
yet available for general use. The investigating trials 
with this medication are very promising up to the 
present time. This drug shows little toxicity and 
high anticonvulsant activity. Toxicity consists of 
a very occasional patient who can only take a single 
dose and then has severe nausea and vomiting. 
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Some patients are drowsy for the first week of medi- 
cation after they have been on it from twelve to 
twenty-four hours, but after that are no longer dis- 
turbed by this. 

This medicine is of slight value, if any, in petit 
mal epilepsy, but is most efficacious in grand mal 
and psychomotor seizures. The preparation is a 
white tablet containing 250 mg. Although this is 
an experimental drug, it is certain to be marketed 
since it is such an efficacious drug. 


Lupus Erythematosus Disseminatus 


Q. What is the latest recognized treatment of lupus erythematosus 
disseminatus and what is the prognosis? Is Atabrine of any value? 

A. There is no form of treatment yet available 
which will cure disseminated lupus erythematosus. 

It is now well established, however, that lupus 
patients in a state of exacerbation can be helped by 
the use of ACTH or cortisone. The use of these 
drugs may indeed be a lifesaving measure. 

The details of such treatment cannot be set down 
here since they must vary with the needs of each 
patient. The therapeutic principle should be fol- 
lowed that, in any patient with an exacerbation of 
lupus, remission can be induced if sufficient hor- 
mone is used. The proper dose of these drugs is that 
amount which is necessary to induce a response. 

Once the patient is over the acute phase, the 
physician is then faced with the problem of main- 
taining a state of remission. It must be remembered 
that there is no way of predicting how long remis- 
sion, either partial or complete, will last without 
treatment. Exacerbation should be expected sooner 
or later. Whether maintenance therapy with corti- 
sone, intermittent therapy regardless of the ab- 
sence of symptoms, or treatment of exacerbations 
only should be employed is not yet settled, and 
each plan has its obvious drawbacks. 
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An alternative plan may be of help, and that is to 
try para-aminobenzoic acid (PABA) in the long- 
term management of these patients. This drug is 
free of significant side effects and has been of some 
therapeutic value. 

The eventual prognosis in disseminated lupus 
is still a glum one. 

As far as we can ascertain, Atabrine has no 
place in treatment of disseminated lupus erythe- 
matosus, 


Oxygen Treatment of Alcoholism 


Q. Can you give me information on oxygen and carbon dioxide 
therapy in acute and chronic alcoholism? 

A. In acute alcoholism, “in cases of respiratory 
depression, the injection of stimulants (caffeine) or 
the inhalation of 90 per cent oxygen and 10 per cent 
carbon dioxide may be indicated” (Grollman, A.; 
Pharmacology and Therapeutics, Lea & Febiger, Phil- 
adelphia, 1951). The use of oxygen and carbon di- 
oxide in alcoholism is simply to overcome the respir- 
atory depression. There is no evidence to indicate 
that the administration of these gases hastens re- 
covery from intoxication nor is there any indication 
of their having any value in chronic alcoholism. 

In using oxygen, the same precautions should be 
taken as in nonalcoholic individuals in avoiding the 
depressing effect of lowering the carbon dioxide ten- 
sion in cases of respiratory alkalosis. It is for this 
reason that the oxygen is supplemented with car- 
bon dioxide. 


Prescription of Chloramphenicol 


Q. In view of recent findings concerning toxicity of Chloromycetin, 
is a G.P. justified in prescribing this antibiotic? 

A. Yes. The fact that chloramphenicol rarely may 
cause aplastic anemia should not deter any physi- 
cian from prescribing this antibiotic when it is the 
“drug of choice.” In general, there are two situa- 
tions in which this is the case: (1) Chloramphenicol 
is acknowledged to be the best agent for treatment 
of typhoid fever. (2) In other infectious diseases, 
when tests of sensitivity of a causative bacterial agent 
indicate that chloramphenicol clearly has a thera- 
peutic advantage over other antibiotics, there should 
be no hesitation about prescribing chloramphenicol. 

When this antibiotic is used, it is advisable to 
keep close watch for evidence of depression of bone 
marrow function. For this purpose sole reliance 
should not be placed on frequent blood counts. 
Sometimes this adverse effect is detected earlier by 
noting a change in the patient’s physical examina- 


tion—sore throat, unexpected rise in temperature, 
purpuric manifestations. 


Treatment of Thrombophlebitis 


Q. What is the preferred treatment for acute thrombophlebitis of 
the veins of the lower extremity? Is Dicumarol therapy indicated— 
for how long? At what per cent should prothrombin time be carried? 
Are warm, moist compresses indicated? 


A. Unless there are special contraindications, an- 
ticoagulant therapy should be used in treatment of 
acute thrombophlebitis. Dicumarol is quite satisfac- 
tory for this purpose, and dosage must be controlled 
by daily prothrombin time estimations. As was em- 
phasized by Gilbert in his article on “Anticoagulant 
Therapy” in GP for May, 1952, Dicumarol or a sim- 
ilar anticoagulant should not be used unless there 
are reliable facilities for prothrombin time estima- 
tions. A satisfactory effect from Dicumarol is repre- 
sented by a prothrombin time that is two to two and 
one-half times that of a normal control plasma. 

Anticoagulant therapy should be continued for 
two or three days after the patient with thrombo- 
phlebitis has been allowed out of bed. Therefore, the 
period of treatment lasts ten to fourteen days. 

Other treatment depends upon the clinical find- 
ings in an individual case. For relief of vasospasm, 
warm moist compresses have some value, but appli- 
cation of heat to the abdomen may be even more 
effective. In cases in which there is severe vaso- 
spasm and a good deal of pain, lumbar sympathetic 
block with 1 per cent procaine solution, or some 
equivalent anesthetic procedure, is an excellent 
method. Lumbar sympathetic block should not be 
used at any time after anticoagulant therapy has 
been started (risk of serious local hemorrhage). Un- 
der the latter circumstances, a ganglionic-blocking 
agent like hexamethonium is used by those familiar 
with techniques of administering this kind of drug. 

Relief of edema can be promoted by keeping the 
affected leg elevated on pillows. When the patient 
is allowed to get up, a well-fitted, knee-length elas- 
tic stocking or an elastic bandage should be used at 
all times that the legs are dependent. The stocking 
should be worn for at least two weeks after ambula- 
tion begins, or until there is no tendency for edema 
to develop when the stocking is left off for a day. 
A patient who has had extensive obstruction of the 
deep veins of the legs may tend to have edema for 
the rest of his life. When this is the case, the elastic 
stocking should be used for the rest of his life be- 
cause it is an important safeguard against serious 
complications of chronic venous insufficiency. 
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MILITARY MEDICINE AND THE 


CIVILIAN PRACTITIONER 


BY CHARLES H. KNICKERBOCKER, M.D. 


Most civilian physicians have no particular interest 
in military medicine; indeed, for many doctors, the 
word “military” has faintly unpleasant personal 
connotations. Yet military medicine has assumed an 
important place in the professional life of every 
family physician. 

Our nation is currently maintaining an army of 
three million men and apparently will continue to 
do so for an indefinite time in the future. Every fam- 
ily numbers in its ranks a veteran or a serviceman. 
Each young American male can expect some con- 
tact with the military establishment. The family 
doctor is often asked to examine a boy with particu- 
lar reference to liability for military service or to 
advise a veteran in regard to service-connected dis- 
ability. Many physicians have themselves had mili- 
tary service and their advice is apt to be colored by 
personal recollection of past army rules and regula- 
tions which today are obsolete. 

It is necessary that the civilian physician have 
some knowledge of current military policy. If a doc- 
tor advises Mrs. Jones that young Johnnie Jones is 
unfit for military duty and young Johnnie is sub- 
sequently drafted, damage has been done two ways. 
In the first place, Mrs. Jones believes that the army 
is cruel and unfair, which in its own small way un- 
dermines the national defense effort; in the second 
place, Mrs. Jones believes that her doctor does not 
know what he is talking about, which undermines 
her faith in her family physician. In these days of 
continuing national and international stress, the 
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Physical standards are far more 
lenient than a decade ago. 


family doctor has an obligation to keep himself in- 
formed on matters of current military policy. Other- 
wise he cannot render proper service to his patients. 

The writer has recently completed a tour of active 
duty in the army, during which time he was assigned 
to the Inquiry Branch, Office of the Surgeon Gen- 
eral, Department of the Army. This Branch handles 
the correspondence directed toward the Surgeon 
General from the lay public and processes some 
30,000 letters a year. Most of these letters are in the 
form of complaints and a great majority of them are 
backed by affidavits from civilian doctors. Such affi- 
davits, though medically sound, usually reflect 
ignorance of current military policy on the part of 
the family physician. 

This article is designed to cast some light on a 
few of the more prevalent misconceptions. The ar- 
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The procedure of disability 
discharges can be very complex. 


ticle is in no sense official, but merely represents 
one man’s opinion, based on recent extensive ex- 
perience with the policies of military medicine. 

The following problems will be discussed in or- 
der: physical standards for induction; utilization of 
handicapped soldiers; and the problems of dis- 
ability discharge. 


Physical Standards for Induction 


It has been said that a young woman will do any- 
thing either to have a baby or not to have a baby. 
Similarly, a young man will do anything either to 
get into the army or not to get into the army. The 
best way to stay out of the army is to possess a 
physical defect. 

The army has set up certain physical standards 
as a guide to the eligibility of young men for mili- 
tary service. These standards are not governed by 
law; rather they are a matter of policy. The stand- 
ards are under constant study in the office of the 
Surgeon General, and they are constantly being 
revised in the light of current need and past experi- 
ence. Physical standards have changed radically 
since the early days of World War II. In general, 
the standards have shown a constant tendency to 
become more and more lenient as time goes by. 

The actual standards are outlined, in detail, in a 
series of regulations under the following code num- 
bers: AR 40-100, AR 40-105, AR 40-110, and 
AR 40-115. Like all army regulations, these docu- 


ments are not released to civilians; they are avail- 
able at all induction stations and all military estab- 
lishments. Specific information about a given dis- 
ease or an individual case can be obtained by writing 
directly to the Office of the Surgeon General, De- 
partment of the Army, Washington 25, D.C. A 
physician writing to this source can expect a prompt, 
courteous, and usually specific reply. 

It is not the intention of this article to outline the 
specific standards now in effect; rather, this article 
will indicate general policy on a few of the most 
common problems, with particular reference to 
standards which have changed in recent years. 

A decade ago, the most common causes for draft 
rejections included the following conditions: dental 
defects, flat feet, refractive errors, poor hearing, 
hernia, low back pain, cardiac conditions, enuresis, 
and psychoneurosis. Present policy in all these con- 
ditions has been markedly liberalized; what was a 
cause for rejection a few years ago is not necessarily 
a cause for rejection today. 

Dental defects are no longer disqualifying. A boy 
is draftable no matter how bad his teeth may be. 

Flat feet are now seldom a cause for rejection. An 
occasional case of third degree pes planus with a 
rigid painful foot is turned down, but most cases are 
acceptable. There is much complaint and temporary 
disability due to the feet during basic training, but 
there are plenty of desk jobs in the modern army, 
and aching feet are usually not a bar to military 
service. 

The standards on refractive error are quite liberal. 
a 20/400 vision is acceptable in either eye, provided 
essentially normal correction can be obtained with 
proper glasses. Poorer vision than this is acceptable 
in one eye, if the other eye is normal. Blindness in 
one eye is not disqualifying, if the other eye is 
20/100 or better, correctible to 20/20. 

Hearing standards are comparable to visual stand- 
ards. Deafness in one ear is not disqualifying if 
hearing in the other ear is normal. 

Hernia corrected by surgery is acceptable. Par- 
tial hernia without descent into the scrotal sac or 
mere looseness of the inguinal rings is not a cause 
for rejection. 

Low back pain is a major headache to the serv- 
ices, just as it is a headache in the doctor’s office. 
True herniation of the intervertebral disk with the 
characteristic x-ray picture or neurologic changes 
is rejectable, but otherwise the army will take a boy 
with an aching back. It must be admitted that many 
of these individuals do not make satisfactory sol- 
diers, but the army tries. 
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Cardiac conditions are no longer an important 
cause for rejection. The army has learned from vast 
experience that the temporary tachycardias and 
hypertensions due to nervous factors alone do not 
carry a bad prognosis. The army has also learned 
that the isolated apical systolic murmur is almost 
always functional, even though the boy has usually 
been told that he had heart disease by some doctor 
in the past. Single attacks of rheumatic fever with- 
out cardiac residuals are acceptable. Any true or- 
ganic cardiac condition remains a cause for rejec- 
tion, but organic heart disease in the draftee age 
group is rare, while functional signs and symptoms 
are prevalent. 

Enuresis is no longer considered as a disease 
entity; rather, it is considered as a symptom of an 
underlying emotional disorder. The army makes its 
decision according to the underlying neurosis. Many 
bed wetters make good soldiers, particularly if the 
bed wetting has resulted from maternal dominance. 

The army used to be very leery of psychoneurosis, 
but this is no longer the case. A decade of war has 
shown that the neurotic can be as brave and as use- 
ful as his more stable buddy. Mild psychoneurotics 
are accepted today and many of them make fine sol- 
diers; in fact, military service often enables the 
young soldier to make a more mature adjustment to 
life. Severe neurotics are recognized as a liability, 
and true psychotics are always rejected. 

Thus it will be seen that the physical standards 
in regard to the most common problems are far more 


Individuals can be given jobs commen- 
surate with their physical limitations. 
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liberal than in the early days of World War I. It 
would behoove the family doctor to advise his young 
patients accordingly. A good general rule of thumb 
is this: If a boy is free of chronic, progressive, dis- 
abling disease and if he has gotten along well in 
civilian life, he will probably be drafted. 

It is to be noted that the physical standards for a 
commission, for ROTC, for West Point, for the 
Navy and for the Air Force are distinctly higher 
than those for the draft. Also, previous draft rejec- 
tion or even previous disability discharge does not 
guarantee immunity from the draft: if a boy is free 
from serious disease, he may very well be drafted, 
even if he has been rejected in the past or if he is 
ineligible for West Point. The physician will do his 
young patients a service if he prepares them for the 
actuality of life rather than providing them with a 
false measure of temporary security. 


Utilization of Handicapped Soldiers 


Even under all-out combat conditions, it takes 
nineteen men behind the lines to support one sol- 
dier at the front. No more than 5 per cent of the 
American Army is exposed to actual combat. In all 
theatres of operations, there are many sedentary 
jobs which are no more arduous than comparable 
jobs in civilian life. The army takes full cognizance 
of this fact, and attempts to vse individuals with 
minor physical disability in an assignment com- 
mensurate with their physical limitations. Such 
utilization is achieved through an administrative 
technique known as the physical profile system. 

The physical profile system is not the same as 
limited service. Great confusion has arisen, both in 
the army and among the general public, on this 
point. Much despair of soldiers and much sorrow of 
mothers would be saved if this distinction were 
clearly understood. 

‘Limited service”’ was a category used in World 
War II which is not in use today. Under limited 
service, certain men with rare or highly valuable 
talents were accepted for service even though they 
had serious disqualifying physical defects. These 
men were taken for one job, and one job alone: their 
assignment was strictly limited and usually they 
were not sent out of the country. Limited service 
expired with the end of the war and has never been 
renewed; it can only be renewed by act of Congress 
or Proclamation of the President. 

Today, if a man is physically fit to be in uniform 
at all, he is considered to be physically fit to per- 
form duties commensurate with his age and grade 
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anywhere in the world, without further limitation. 
The physical profile system is an administrative 
device to permit proper utilization of personnel, but 
it does not imply mandatory limitation of assign- 
ment. 

The physical profile system is a measure of the 
functional ability of an individual to perform mili- 
tary duty. Under the system, bodily function is con- 
sidered under six factors, designated by the letters 
PULHES. These factors are as follows: 

1. ‘‘P”—physical capacity or stamina (including 
systemic diseases or defects). 

2. ‘“*U”—Upper extremity (including the cervical 
and thoracic spine). 

3. ‘L”\—Lower extremity (including the lumbar 
spine, sacroiliac and lumbosacral joints). 

4. “H”—Hearing and ear defects. 

5. “E”’—Eyes and visual defects. 

6. status. 

Each of these six factors is given a numbered 
grade from one to four. Thus, the serial is a sequence 
of six numbers (e.g. 111311). If the profile contains 
only the numbers 1 or 2, in any combination, the 
individual is considered to be physically fit for gen- 
eral military duty, including combat. If the number 
4 appears anywhere in the profile, the individual is 
below acceptable standards. If the lowest number in 
the profile is 3, it indicates that the individual has a 
physical defect which, although not disqualifying 
for military duty, causes some impairment of func- 
tion and requires assignment consideration. It is 
the individuals with the profile 3 who produce diffi- 
culties and confusion. These individuals can be 
given any job consistent with their physical defects; 
they can be sent anywhere in the world. Their actual 
assignment is a responsibility of the local unit 
commander. 

In other words, a man with a profile 3 can be as- 
signed to a combat division in Korea and receive a 
noncombat job within that division (such as a typist 
at company headquarters). Such a man may be used 
in combat if his condition permits. (It has been 
found, for instance, that a man with a perforated ear 
drum can withstand the concussion of a heavy gun 
better than a normal man, if placed so that his deaf 
ear is nearest the gun; certain deaf individuals are, 
therefore, an asset in combat with the Artillery). 

To summarize: If a man is fit for military duty at 
all, he is considered to be fit for duty anywhere in 
the world. There is no such thing as limited service 
today. Profile 3 implies assignment consideration at 
the local level but does not enforce assignment re- 
striction of any kind. 


Problems of Disability Discharge 


When a draftee is examined at the induction sta- 
tion, the purpose of the examination is to determine 
whether the boy may be expected to perform useful 
service for a few years in the future. When a soldier 
already in uniform is examined, the object is to de- 
termine whether the soldier is fit for duty at that 
time. Once a man is in uniform, the Army wants to 
use him as long as he can do his job. Thus, the 
standards for disability discharge are much more 
lenient than the standards for induction. Obvious- 
ly, a general with mild organic heart disease can 
often do his desk job while a boy with a similar con- 
dition would not make good draft material. This 
merely represents sound economics. It costs money 
to equip and train a soldier; the longer the military 
experience, the more useful the soldier. 

Of the man in uniform, the army only requires 
that he be physically fit to perform duties com- 
mensurate with his age and grade. Therefore, many 
defects which are a cause for rejection in the draft 
are not a cause for disability discharge. The stand- 
ards for discharge are not outlined in detail as are 
the standards for induction. Decision on fitness for 
retention is always made on an individual basis, de- 
pending on the findings in the individual case. 

The procedure of disability discharge has be- 
come vastly more complex within the past few 
years. Disability discharge is covered by an impor- 
tant piece of legislation known as the Career Com- 
pensation Act of 1949. This law presumes that mili- 
tary service is either a career or an interruption to 
a civilian career, and therefore that the soldier 
should be recompensed accordingly. This law par- 
allels, to a certain extent, the various industrial 
compensation acts, although it is of much greater 
scope. 

When a man has been found physically unfit for 
further duty, the first decision to be made is wheth- 
er his disability is service-connected or not. Injury 
or disease occurring in an individual on active duty 
is presumed to be service-connected unless there 
is substantial evidence that the disability existed 
prior to service. Furthermore, any additional dis- 
ability from a pre-existing disease is presumed to 
be service-connected by aggravation unless the dis- 
ability is clearly the result of the natural progression 
of the disease. 

If the disability is not service connected, the in- 
dividual is discharged through a short and simple 
administrative procedure. If there is service-con- 
nection, or if doubt exists, the procedure is neither 
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short nor simple. First, the individual is hospital- 
ized for the necessary diagnostic study. Then he 
appears before a board of three medical officers, 
usually those officers personally acquainted with 
his case. This board may make a number of rulings: 
it may send the man back to duty; it may return 
him to the hospital for further study or treatment; 
it may recommend administrative discharge; or it 
may recommend further consideration for disability 
discharge. In the latter instance, the man must next 
appear before another board, known as a Physical 
Evaluation Board. This board has one doctor, us- 
ually the junior member, and two line officers. The 
proceedings of the Physical Evaluation Board are 
more legal than medical in nature. This board may 
make any of the rulings open to the medical board; 
it is the function of this board to decide on matters 
of service-connection, and to fix the percentage of 
disability. The individual is given a chance to rebut 
the findings of the Physical Evaluation Board; the 
proceedings of the board together with the indi- 
vidual’s rebuttal is sent to Washington for review 
by an agency known as the Physical Review Council. 

The council, which is composed of doctors, 
lawyers, and representatives of the army general 
staff, has wide powers for correction of the evalua- 
tion board’s decision. The decision of the council 
is the final one, unless the council has changed the 
findings to the disadvantage of the individual: in 
this instance, the individual can appeal again to 
another and higher reviewing authority, the Physi- 
cal Disability Appeal Board. 

There are even provisions, under certain circum- 
stances, for appeals on a still higher level, directly 
to the Secretary of the Army. It may be seen that 
the individual has every conceivable opportunity to 
state his case and receive a just, impartial hearing. 
Because of all the various echelons of appeal, a long 
time elapses from the moment the individual be- 
comes unfit to the moment of his discharge: often 
a matter of many months. 

If a man is discharged for a disability of 30 per 
cent or less, he receives severance pay, a lump sum 
cash payment. Severance pay is two and one-half 
months’ basic pay for each year of active duty: thus, 
for a draftee, the amount is small, but for a man 
with high rank and long service, it may be high. 
Severance pay for a general or a colonel can easily 
amount to $25,000, which is no mean sum when 
paid in a lump, income tax free. 

If the disability is more than 30 per cent, two 
choices are open to the individual. He may elect 
army retirement or veterans benefits. In the case of 


GP July, 1953 


“We do not believe anything use- 
ful can be made of your son!” 


army retirement, he receives the appropriate per- 
centage of his base pay, monthly, for life, income 
tax free. The Veterans Administration has a differ- 
ent pay schedule which takes into consideration 
the percentage of disability but not the rank of the 
individual. In general, army retirement is more lu- 
crative for officers of long service or high rank, 
while Veterans Administration benefits are more 
favorable for the draftee. Both benefits are generous 
in terms of cash distributed, more generous than 
any nation has paid its disabled veterans at any 
period of history. 

There is one special form of discharge which 
must be mentioned. There is a group of individuals 
who meet the physical and mental standards for 
service but who are unable to adapt to the military 
life. This group includes the inept and the frail, 
the malingerers, the emotionally immature, the hy- 
pochondriac, and the psycopath. These individuals 
are not eligible for disability discharge, but are sep- 
arated administratively. My psychiatry professor, 
Dr. Edward A. Strecker, suggested the following 
letter which might be sent to the mothers of these 
individuals: 

“We are returning your son to you. We cannot 
make a soldier of him. In fact, we do not believe 
anything useful can be made of him by anyone. If 
we kept him in the army, we would have to assign 
two good soldiers to coddle him. He has not 
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changed at all. He is still as much of a baby as 
when you nursed him and changed his diapers.” 

Dr. Strecker doubts if the country will ever 
reach such a level of honesty that this letter could 
be written, but there are many thousands of cases 
in which it would be applicable. These cases do not 
fall within the jurisdiction of the medical service at 
all; the best that the army psychiatrist can do is to 
recommend separation under the provisions of 
AR 615-368 or AR 615-369. The actual decision on 
whether the individual can be made into a useful 
soldier is the responsibility of the line commander. 

Once a man has been separated, he is no longer 
the responsibility of the military establishment and 
any further problems he may have fall under the 
jurisdiction of the Veterans Administration. How- 
ever, if the individual believes that he received the 
wrong type of discharge, he does possess the right 
to file an appeal with the Board for Correction of 
Military Records, Department of the Army, Wash- 
ington 25, D.C. 


To summarize: 


1. In times of national emergency the family 
physician should keep himself abreast of current 


What Others Are Saying... 


MANY IN TITLE; FEW IN REALITY 


In TuIs land of ours somewhere between birth and death 
nearly every individual has occasion to evaluate the serv- 
ices of his physician. The evaluation will not be on a 
material basis. Though the judgment in each case is in- 
dividual, the welfare of the profession as a whole is de- 
pendent upon the sum total of these evaluations. 

Obviously it is important for the physician to make a 
diagnosis and prescribe the best available treatment. 
But these functions are on the material side. What of 
the patient himself; what is he thinking; what is his 
reaction? 

Leaving out of consideration, however, the disease 
which commands medical skills, what rights has the pa- 
tient as an individual endowed with human needs and 
human dignity ? 

Patients are not guinea pigs confined to a pen with a 
uniform pattern of animal existence. They are human 
beings with a wide range of intellectual, spiritual, and 
moral gifts. Physicians who disregard these gifts miss 
the high mark of their profession. 

Hippocrates said, ‘. .. physicians are many in title 


military policy, if he is to properly advise his pa- 
tients. 

2. Physical standards for induction have been 
liberalized in recent years. Many defects once con- 
sidered disqualifying are now acceptable for mili- 
tary service. 

3. Limited service is no longer in effect. Soldiers 
physically fit to be retained on active duty are con- 
sidered to be fit for duty anywhere in the world. 
Assignment consideration is given to individuals 
with certain handicaps; this consideration is a re- 
sponsibility of the line commander at the local unit 
level. 

4, Standards for disability discharge are much 
more liberal than those for induction. 

5. The procedure for disability discharge is high- 
ly complex, and allows many avenues for appeal. 

6. Certain individuals meet the physical and 
mental standards for military duty but are unable 
to adapt to military life. Such individuals are not a 
medical concern but are discharged administra- 
tively. 

Dr. Knickerbocker was formerly Captain, MC, USAR, 
assigned to the Inquiry Branch, Office of the Chief, Professional 
Divisions, Surgeon General’s Office, Department of the Army. 


but very few in reality.”” No doubt it was this sad truth 
that prompted him to introduce the Oath and to lay 
down the following indispensable principles for physi- 
cians—‘learning, sagacity, humanity and probity.” It 
was the humanism of Hippocrates that put medicine on 
a solid foundation and established the coveted patient- 
physician relationship. 

In modern times magnifying the science of medicine 
at the expense of the art has established a dangerous 
trend. When humanism gives way to materialism or 
when scientific progress usurps the time and thought 
which should be devoted to the art, the traditional posi- 
tion of medicine in the hearts of the people will be 
doomed. 

It is to be hoped that the American Academy of Gen- 
eral Practice while pursuing the science, may realize the 
great importance of preserving the art. If only this 
might become the ambition of each of its members, 
what a high position it would occupy in the realm of 
organized medicine.—Journal of the Oklahoma State 
Medical Association, 46:107, 1953. 
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TRENDS AND EVENTS IN THE NATION’S CAPITAL 


New Fiscal Year Sees Health Aid Cut 


On Jury 1, the Federal government started a new 
fiscal year, a year for which public health appropria- 
tions were sharply reduced. This tapering off of 
financial assistance to the states for construction of 
hospitals, control of communicable disease, sanita- 
tion improvements, and other projects is particu- 
larly significant. It represents a movement on the 
part of many members of Congress toward discon- 
tinuance, at the earliest date feasible, of practically 
all Federal aid to the states for promotion of public 
health. 

They are motivated not only by a desire for econ- 
omy in government but also by the conviction that 
perpetuation of money grants is the road to social- 
ized medicine. In recommending deep budgetary 
cuts for U.S. Public Health Service several weeks 
ago, the House Appropriations Committee stated: 

“It is the belief of the committee that much of the 
grant funds go to provide services that are strictly a 
state and local responsibility and that action should 
be taken during the next few years to return the 
financial responsibility to the states and localities.” 

Between the necessity for trimming Federal ex- 
penditures and the desire of most Congress mem- 
bers to steer clear of legislative innovations that 
might be conducive to socialized medicine, the vari- 
ous proposals that have been offered for financial 
support of medical schools, prepayment health 
plans, and local public health units have been side- 
tracked on Capitol Hill. Nevertheless, Congress 
continues to manifest great interest in matters af- 
fecting national health and medical care. 


Other Health Matters Under Discussion 


In recent weeks, for example, a Senate committee 
has conducted an investigation of chiropractic; a 
House committee has listened to arguments that 
garments made of synthetic rubber should be so 
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labeled, as a warning to persons who might be aller- 
gic to that substance; bills have been introduced to 
permit taxpayers to deduct all medical and hospital 
expenses from gross income; and both Senate and 
House have debated the issue of medical manpower 
in connection with extension of the doctor draft law. 

The chiropractic inquiry was undertaken by the 
Senate Judiciary Committee, whose chairman, Sen. 
William Langer (R.—N.D.), wanted to look into 
charges that organized medicine is acting in a 
monopolistic fashion against chiropractors. Actual- 
ly the three days of public hearings under Senator 
Langer’s direction produced nothing more tangible 
than a bit of free publicity for the investigation’s 
“star witness,” Leo L. Spears, and his chiropractic 
hospital in Denver. 

In the synthetic rubber case, Rep. James C. 
Davis (D.—Ga.), appealed for passage of his bill on 
the ground that severe discomfort has been caused 
to wearers of girdles, suspenders, garters, etc., who 
developed dermatitis. The Georgian produced let- 
ters from several physicians recommending that the 
Federal Trade Commission require proper identifi- 
cation of articles made in whole or part of synthetic 
rubber. 

Late in May, the House Ways and Means Com- 
mittee announced that it will conduct hearings this 
summer and fall on proposed changes in the tax 
structure. These include not only several bills on 
income tax relief for medical expenses but also a 
number dealing with pension plans for self-em- 
ployed physicians, lawyers, and other professional 
people. Still another question to be explored by the 
committee is whether tax deductibility should be 
granted for expenses of postgraduate medical 
training. 


Pharmacists Hold Prescriptions Inviolate 


How confidential is a physician’s prescription ? 
At hearings recently on a bill that would grant 
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Federal food and drug inspectors authority to 
scrutinize places where medicinals are made or 
processed—including pharmacies—a strong case 
was made against giving these inspectors permission 
to look at druggists’ prescription files on a routine 
basis. 

The American Pharmaceutical Association told 
the House Interstate Committee that the physician- 
pharmacist-patient relationship would be jeopard- 
ized if government agents are allowed to examine 
these files at will. A statement submitted by Amer- 
ican Medical Association followed the same line, 
with the A.M.A. supporting inspection “provided 
that proper safeguards are included to protect the 
physician-pharmacist-patient relationship.” 

The pharmaceutical association’s criticism was 
directed at the broad definition of the word “‘fac- 
tory,” as set forth in the bill under study. As 
defined, factory would include a doctor’s office, 
his automobile, or his handbag with emergency 


HEALTH COUNCIL SUGGESTED 


WITH increasing attention being paid to need for 
good public relations on the part of the medical pro- 
fession, a new voice is raised with a new suggestion. 
Dr. Alan Gregg, vice-president of the Rockefeller 
Foundation, suggests in a recent issue of The Jour- 
nal of Medical Education, that a general medical 
council be formed “to study and clarify confused 
issues, and act as a clearing house for information 
and opinion.” 

The council, to include doctors, dentists, nurses, 
pharmacists, technicians, psychologists, hospitals, 
insurance organizations, the armed forces, the vet- 
erans administration, and a host of public and pri- 
vate foundations as well as the consuming public, 
would have as goal improved communication be- 
tween the health professions and the public. 

Says Dr. Gregg: “To create and maintain a gen- 
eral medical council that could take a comprehen- 
sive view of all the interests, factors and agencies 
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drugs, it was contended. 

‘Physicians and patients as well as pharmacists 
have a personal interest in the prescription files of a 
pharmacy,” testified Robert Fischelis, executive 
secretary of the association. “Their inspection 
should certainly not be subject to the mere presen- 
tation of notice that any agent of the Food and 
Drug Administration has decided to inspect them.” 


Physicians Listed in Manpower Book 


A new compend on this country’s medical man- 
power has been added to the shelf of books, reports, 
and monographs prepared on this subject within 
the past few years. This latest work, entitled “Pol- 
icy for Scientific and Professional Manpower,” de- 
votes a 23-page chapter to physicians. The report 
was prepared by the National Manpower Council 
under a Ford Foundation grant and submitted to 
President Eisenhower on May 18. 


engaged in health and that could facilitate effec- 
tively communication and interchange among them, 
would be worth more than any twenty conferences 
between scattered pairs.” 

The idea is to include on the health council men 
and women well acquainted with the various health- 
serving groups, representatives of various aspects of 
medical care, but not instructed delegates. Dr. 
Gregg recommends a limited term of membership, a 
definite retirement age, adequate funds for the prep- 
aration of competent reports, and a membership 
chosen as much for integrity and devotion as for 
prestige. 

Dr. Gregg cites the medical schools as particular- 
ly in need of improved communication with the 
public. He points out that the quality of American 
medical education will decline unless the schools 
do a more effective job of informing the public of 
their financial needs. 
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PRIVATE PENSION PLANS AGAIN UP FOR STUDY 


Proposals for private pension plans for professional 
persons have, in recent months, received increasing 
attention, not only by doctors but by lawyers and other 
self-employed persons. The following full text of the 
Jenkins-Keegh Bills (H.R. 10 and H.R. 11) is reprinted, 
by permission, from the May, 1953, issue of the 
American Bar Association Journal. These bills should be 
carefully studied by every member of the medical 
profession.—Publisher 


Printed below is the text of the Jenkins-Keogh Bills, 
H.R. 10 and 11, which are designed to encourage sav- 
ings for old age by professional men, self-employed and 
employees who are not the beneficiaries of a corpora- 
tion pension plan. These bills were referred to the Ways 
and Means Committee, and Mr. Reed, the Chairman of 
that Committee, i diately requested a report on the 
bills from the Treasury Department. 

Probably no hearing will be held until the report of 
the Treasury is received and until a decision has been 
reached on the continuance of the excess profits tax and 


on the disposition of Mr. Reed's bill, H. R. 1, to reduce 
individual income taxes. These questions and the prob- 
lem of balancing the budget have been given priority 
but hearings are definitely expected either on H. R. 10 
and 11 alone or together with other proposed substan- 
tive changes in the law. 

An effort may be made to link the discussion of the 
merits of the Jenkins-Keogh Bills with the question of 
broaoUning the Social Security Act to include lawyers 
and others not now covered. The Committee on Retire- 
ment Benefits has steadily maintained that there is no 
connection between these questions and that, irrespective 
of any action taken on Social Security, Congress should 
remove the discrimination now existing against the self- 
employed in favor of those covered by a corporate 
pension plan, and that the best method to remove this 
discrimination is to enact the Jenkins-Keogh Bills. It is 
important that the Bar familiarize itself with this pro- 
posed legislation. GEORGE ROBERTS, Chairman 

Committee on Retirement 
Benefits for Lawyers 


A Bill 


To encourage the establishment of voluntary pen- 
sion plans by individuals. 


Be it enacted by the Senate and House of Representa- 
tives of the United States of America in Congress 
assembled, That this Act may be cited as the “‘Indi- 
vidual Retirement Act of 1953.” 


Sec. 2. Exclusion of portion of income paid to a re- 
stricted retirement fund or as premiums under a re- 
stricted retirement annunity contact. 


Section 22 of the Internal Revenue Code is 
amended by adding at the end thereof the following 
new subsection: 


*(p) Amounts Paid to a Restricted Retirement 
Fund or as Premiums Under a Restricted Retire- 
ment Annuity Contract.— 

(1) General rule.—In the case of a qualified 
individual, there shall be excluded from gross in- 
come in the taxable year the portion of income for 
such year paid within such year to a restricted 
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retirement fund, or to a life insurance company (as 
defined in section 201 (b)) as premiums under a 
restricted retirement annuity contract. Such por- 
tion of income shall be taxable at the time and in the 
manner provided in sections 22 (b) (2) (D) and 173. 
The term ‘qualified individual’ as used in this sub- 
section means any individual except an individual 
who is an employed person and who at any time 
during the taxable year is a member of, or is eligible 
to become a member of, or upon meeting specified 
age and service requirements will be eligible to be- 
come a member of, or who is receiving or has re- 
ceived payments under (A) a pension or profit- 
sharing plan of his employer which meets the re- 
quirements of section 165 (a), or (B) a pension plan 
set up for its officers, or employees, or both, by the 
United States or any agency or Territory thereof, 
the District of Columbia, any State or political sub- 
division or instrumentality of either, or any organi- 
zation described in section 101. The term ‘employed 
person’ as used in this paragraph shall not include 
an employed person who is also a self-employed 
person if during the taxable year more than 75 per 
centum of his earned net income is derived from a 
trade or business carried on by him or by a partner- 


ship of which he is a member. Amounts paid by a 
qualified individual to a restricted retirement fund, 
or to an insurance company as premiums under a 
restricted retirement annuity contract, within sixty 
days after the close of a taxable year may, at the 
election of the taxpayer, be treated as having been 
paid on the last day of the taxable year. 

**(2) Limitations.—Except as provided in para- 
graphs (3) and (4), the total amount excludable 
under paragraph (1) for any taxable year shall not 
exceed 10 per centum of the taxpayer’s earned net 
income, or $7,500, whichever is the lesser. The ag- 
gregate amount excludable under this subsection for 
all taxable years during the taxpayer’s lifetime shall 
not exceed $150,000. 

**(3) Special rule.—In the case of a qualified indi- 
vidual who before January 1, 1953, had reached his 
fifty-fifth birthday, the amount annually excludable 
under paragraphs (1) and (2) shall be increased by 
an amount equal to 1 per centum of the taxpayer’s 
earned net income, or $750, whichever is the lesser, 
multiplied by the number of full years of his age in 
excess of fifty-five determined as of January 1, 1953, 
but not in excess of twenty. The additional exclu- 
sion under this paragraph shall not apply to taxable 
years of a taxpayer subsequent to the taxable year 
in which he reaches age seventy-five. 

**(4) Carry-over of unused exclusion.— 

(A) Computation.—The unused exclusion ad- 
justment for any taxable year shall be the aggregate 
of the unused exclusion carry-overs. 

**(B) Definition of Unused Exclusion.—The term 
unused exclusion means, in the case of any qualified 
individual, the excess, if any, of (i) the amount 
which, if paid to a restricted retirement fund or to 
an insurance company as premiums under a re- 
stricted retirement annuity contract, could be ex- 
cluded under paragraphs (1) and (2) from the tax- 
payer’s gross income during any taxable year over 
(1i) the amount actually so paid or deemed to be so 
paid during such year. 

*“(C) Amount of Carry-Over.—If for any taxable 
year beginning after December 31, 1952, the tax- 
payer has an unused exclusion, such unused exclu- 
sion shall be an unused exclusion carry-over for 
each of the succeeding five taxable years, except 
that the carry-over in the case of each succeeding 
taxable year (other than the first succeeding taxable 
year) shall be reduced by the aggregate amounts by 
which the amounts paid or deemed to be paid to a 
restricted retirement fund or to an insurance com- 
pany as premiums under a restricted retirement 
annuity contract during each of the intervening 


taxable years are in excess of 10 per centum ot the 
taxpayer’s earned net income but not in excess of 
$7,500. 

**(D) Allowance.—In the case of a qualified indi- 
vidual the amount annually excludable from gross 
income under paragraphs (1) and (2) shall be in- 
creased by an amount equal to the difference be- 
tween 10 per centum of the taxpayer’s earned net 
income and $7,500, but not in excess of the tax- 
payer’s unused exclusion adjustment. 

**(5) Definition of restricted retirement fund.— 
For definition of ‘restricted retirement fund’ see 
section 173 (b). 

**(6) Definition of restricted retirement annuity 
contract.—For the purposes of this chapter a ‘re- 
stricted retirement annuity contract’ means an an- 
nuity contract, in such form as may be approved 
under regulations prescribed by the Commissioner 
with the approval of the Secretary, purchased by the 
taxpayer from an insurance company, under the 
terms of which contract— 

**(A) income payments commence not earlier 
than the date of attainment of his age sixty-five; 

**(B) except in case of his permanent and total 
disability (which shall be certified to the insurance 
company by affidavit of a licensed doctor of medi- 
cine other than the taxpayer) no refund, cash sur- 
render value or other cash benefit is payable prior 
to his attainment of such age; and 

**(C) there is no right on the part of the taxpayer 
to assign the contract, except to designate one or 
more beneficiaries to receive any guaranteed mini- 
mum return thereunder and except to purchase an 
annuity contract providing joint, survivorship, or 
joint and survivorship benefits in favor of his spouse 
or any dependent or dependents. 


For the purposes of this paragraph and of section 
173 (b) (3), a disability shall be deemed to be 
‘total’ if it prevents a person from engaging in any 
substantially gainful activity from which he can earn 
a livelihood, and it shall be deemed to be ‘perma- 
nent’ during its further continuance after it has 
continued for a period of three months or if the 
person has suffered the entire and irrevocable loss 
of the sight of both eyes or the severance or entire 
loss of use of both hands or of both feet or of one 
hand and one foot: Provided, That any such dis- 
ability commences before age sixty-five. 

**(7) Definition of earned income, etc.—For the 
purposes of this subsection— 

**(A) ‘earned income’ means wages, salaries, pro- 
fessional fees, and other amounts received as com- 
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pensation for personal services actually rendered, 
income from any literary, musical, or artistic com- 
position created by the taxpayer, and any income 
from a copyright on such literary, musical or artistic 
composition, but does not include any amount not 
included in gross income (computed without refer- 
ence to this subsection), nor that part of the com- 
pensation derived by the taxpayer for personal serv- 
ices rendered by him to a corporation which repre- 
sents a distribution of earnings or profits rather than 
a reasonable allowance as compensation for the per- 
sonal services actually rendered; 

**(B) ‘earned income deductions’ means such de- 
ductions as are allowed by section 23 for the pur- 
pose of computing net income and are properly 
allocable to or chargeable against earned income; 
and 

**(C) ‘earned net income’ means the excess of the 
amount of earned income over the sum of the earned 
income deductions. 

**(D) In the case of a taxpayer engaged in a trade 
or business in which both personal services and 
capital are material income-producing factors, the 
determination of the portion of the profits attribut- 
able to personal services shall be made under regu- 
lations prescribed by the Secretary. 

*(8) Consent by taxpayer.—This subsection 
shall be applicable only to a taxpayer who files with 
the Commissioner, in such manner, in such form, 
and within such time as the Secretary may by regu- 
lations prescribe, a consent to have taxed in the 
manner specified in sections 22 (b) (2) (D) and 
173 (C) the portion of income excluded from gross 
income under this subsection.” 


Sec. 3. Inclusion in gross income of 
annunity payments received from a restricted 
retirement fund. 


Section 22 (b) (2) of the Internal Revenue Code 
(relating to annuities) is amended by adding at the 
end thereof the following new subparagraph: 


*(D) Restricted Retirement Annuities.—If an 
annuity contract is purchased by a trustee for an 
individual under a plan with respect to which sec- 
tion 173 is applicable, or if such individual has pur- 
chased a restricted retirement annuity (as defined 
in subsection (p) (6)), such individual shall include 
in his income the amounts received under any such 
annuity contract for the year received; and for the 
purposes of this chapter such annuity contract 
shall be deemed to have a basis of zero.” 
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Sec. 4. Restricted retirement funds. 


Supplement E of the Internal Revenue Code (re- 
lating to the taxation of estates and trusts) is 
amended by adding at the end thereof the following 
new section: 


“Sec. 173. Restricted retirement funds. 


**(a) Exemption From Tax.—A restricted retire- 
ment fund shall not be taxable under this supple- 
ment and no other provision of this supplement 
shall apply with respect to such fund. 

**(b) Definition of Restricted Retirement Fund.— 
For the purposes of this chapter a ‘restricted retire- 
ment fund’ means a trust forming part of a bona 
fide retirement plan for the exclusive benefit of its 
participating members for the purpose of distribut- 
ing to such members or their beneficiaries the 
corpus, profits, and earnings of the trust accumu- 
lated by the trust in accordance with the plan if 
under the plan and the trust instrument— 

**(1) the interest of a participating member is 
non-assignable, except as to his right— 

**(A) to designate one or more beneficiaries to 
receive any interest in the trust to which he may be 
entitled at his death; and 

**(B) to designate his spouse or any dependent or 
dependents as a joint, survivor, or joint and sur- 
vivor annuitant under any annuity contract through 
which his interest in the trust may be distributed. 

**(2) the trustee is a bank (as defined in section 
104), and under the trust indenture is authorized 
and directed (i) to invest and reinvest the assets of 
the trust in any investment permitted by the trust 
indenture, to the extent allowed by local law or (ii) 
to apply the amounts paid into the fund by each 
participating member to the purchase of one or 
more restricted retirement annuity contracts on the 
life of such member, to which the trustee shall hold 
legal title and exercise all options until the maturity 
thereof; 

**(3) except in case of his total and permanent 
disability (as defined in section 22 (p) (6), which 
shall be certified to the trustee by affidavit of a 
licensed doctor of medicine other than the taxpayer, 
the distribution of the interest of any participating 
member in the trust may not be made to him during 
his lifetime at a date commencing earlier than his 
age sixty-five and may only be made under one or 
more of the following optional methods of distribu- 
tion to be elected by him— 

**(A) in a lump sum; 
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**(B) in annual, quarterly, or monthly install- 
ments ofa designated amount over a period of years ; 

**(C) by the purchase by the trustee from an in- 
surance company designated by the participating 
member, in the name of such member, of one or 
more single premium life annuity contracts (with or 
without a guaranteed minimum return and with or 
without provision for a joint, survivor, or joint and 
survivor annuitant). 

“(c) Taxability of Beneficiary —The amount 
actually distributed or made available to any dis- 
tributee under a restricted retirement fund under 
the option described in subsection (b) (3) (C) shall 
be taxable to him under the provisions of section 
22(b) (2) (D), and the amount actually distributed 
or made available to any such distributee under one 
of the options described in subsections (b) (3) (A) 
or (b) (3) (B) shall be taxable to him, in the year 
in which so distributed or made available, under the 
provisions of section 22 (b) (2) (D) as if it were an 
annuity under an annuity contract taxable under 
such section, except that if the entire interest is 
distributed in a lump sum under the option de- 
scribed in subsection (b) (3) (A) after having ac- 
cumulated over a period of more than five years it 
shall be considered a gain from the sale or exchange 
of a capital asset held for more than six months.” 


Sec. 5. Treatment of amounts received by a surviving 
spouse or other beneficiary under a restricted retire- 
ment fund or restricted retirement annuity policy. 


Section 126 of the Internal Revenue Code is 
amended by adding at the end thereof the following 
new subsection: 


“(d) Distributions to a Surviving Spouse or 
Other Beneficiary of a Participant in a Restricted 
Retirement Fund, Etc.—For the purposes of this 
section, distributions to a surviving spouse or other 
beneficiary of a participant in a restricted retire- 
ment fund described in section 173, or to a surviving 
distributee under a restricted retirement annuity 
contract described in section 22 (b) (2) (D), shall 
be deemed to be an item of gross income in respect 
of a decedent which is not properly includible in 
respect of the taxable period in which falls the date 
of his death or a prior period, within the meaning 
of this section.” 


Sec. 6. Taxable years to which applicable. 


The amendments made by this Act shall be ap- 
plicable with respect to taxable years beginning 
after December 31, 1952. 


“If you can't relax and enjoy it, Horace, why take a vacation?” 
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BENADRYL Hydrochloride 
is available in a variety of forms 
—including Kapseals,® 50 mg. 
each; Capsules, 25 mg. each; 
Elixir, 10 mg. per teaspoonful; 
and Steri-Vials,® 10 mg. per cc. 
for parenteral therapy. 


A 
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Whenever antihistaminic therapy is 
needed to prevent or relieve allergic 
symptoms, prescription of BENADRYL 
Hydrochloride (diphenhydramine hydro- 
chloride, Parke-Davis) has become a cus- 
tomary procedure in the daily practice of 
many physicians. Because relief is rapidly 
obtained and gratifyingly prolonged, 
many thousands of patients have been 
spared the usual discomforts of hay fever, 
vasomotor rhinitis, acute and chronic 
urticaria, angioneurotic edema, pruritic 
dermatoses, contact dermatitis, serum 
sickness, food allergy, and sensitization to 


penicillin and other drugs. 
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Announcing Publication of a New “Practice” Book 


Jensen’s 


odern 


oncepts 


edicine 


If you are using a “‘practice’’ book which covers disease organ by organ— 
or system by system—(what else could you be using, there being no other 
kind?)—-you will find Jensen’s approach provocative and unique. 


For here the author shifts his emphasis entirely to what happens to the 
patient, rather than on what is seen in his condition. And he has come 
up with a very bracing way of searching for the solution to fundamental, 


physiological problems. 


DIP D> DP KEKE 


Jensen’s MODERN CONCEPTS IN MEDICINE 
might have borne many other titles we thought of 
during its preparation. It isn’t easy to put into three 
or four words all the ideas he has covered—all the 
changes in medical thinking he describes. He has 
covered all the newer concepts of medicine in a very 
logical, physiological approach to disease. The man- 
ner in which he has done it might be referred to as 
“the hierarchy of adaptive processes.” 

He has even covered the new science of Cyber- 
netics. His material is integrated entirely with the 
unitary approach—never considering anything but 


the “whole person” in any disease or condition he 
describes. This is in conformance with the new con- 
cept of considering the person in relation to disease, 
change, stress—or even in relation to life and its 
manifold problems. The author terms it “the effects 
of Western Civilization on man and his health.” 

The book takes you via biochemistry and the vari- 
ous transportation systems of the body to the bed- 
side of the patient. All of it is practically applicable 
to the clinical treatment of your patients—and it 
has particular value for the GP who is concerned 
with so many more problems than the specialist. 


By JULIUS JENSEN, Ph.D. (In Medicine) University of Minnesota, 
M.R.C.S. (England), L.R.C.P. (London). 
St. Louis, Missouri. 635 pages, illustrated. Price, $11.50 


The C. V. MOSBY Company, 3207 Washington Blvd., St. Louis 3, Missouri 


Please send me: 


Jensen’s MODERN CONCEPTS IN MEDICINE—$11.50 


. Enclosed find check. 
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Essentials of Dermatology. By Norman Tobias, M.D. Pp. 596. 
Price, $6.00. 4th Ed. J. B. Lippincott Company, Phila- 
delphia, 1952. 


It seems to me that the ideal textbook of dermatology 
would consist of color photographs of every dermatosis 
with a concise description and outline of therapy be- 
neath each plate. Such a text would be bulky and quite 
expensive, I would imagine, but what a teaching aid for 
the student and general physician it would make. 

Dr. Tobias’ text falls short of this ideality. Its photo- 
graphs are in black and white and not always too clear. 
His description of the skin disorders is unfailingly 
excellent but, alas, one good picture is worth pages of 
oratory. 

As the title implies, this concise text contains the 
essential highlights of dermatologic disorders. It is 
a quick reference for the busy practitioner, well pre- 
sented and adequately photographed. It is another 
standard text on skin disease. 


—A. R. Marsicano, M.D. 


Finality and Form. By Warren S. McCullach, M.D. Pp. 63. 
Price, $3.75. Charles C Thomas, Springfield, Ill., 1952. 


Dr. McCullach is professor of psychiatry at the Uni- 
versity of Illinois, and this is the fifteenth of the series of 
lectures established by James Arthur. The series is on 
the evolution of the human brain. This book will be of 
interest to psychologists, physiologists, philosophers, 
and psychiatrists. I can see no immediate practical ap- 
plication, and I do not believe this book will be of in- 
terest to practicing physicians unless they have a spe- 
cific interest in the field of psychology. 

—SrTan.ey R. Truman, M.D. 


Diagnostic Tests in Neurology. A Selection for Office Use. 
By Robert Wartenberg, M.D. Pp. 228. Price, $4.50. 
Year Book Publishers, Inc., Chicago, Ill., 1953. 


When this book arrived for review, there was a nat- 
ural tendency to give it a most careful appraisal. It is an 
outgrowth of a lecture presented to the 1951 Assembly 
of the American Academy of General Practice, and it 
carries two forewords—one by an English neurologist, 
the other by a California general practitioner. The fact 
that the book is heartily endorsed by two people so re- 
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motely separated geographically and medically—this 
fact alone should indicate that Diagnostic Tests in Neu- 
rology needed to be written and will have wide appeal. 

Dr. Wartenberg wrote Diagnostic Tests specifically 
**. . . for the general practitioner as a supplement to the 
textbooks of neurology and as a postgraduate refresher 
course in neurological diagnosis.”” He wanted to change 
the general physician’s tendency to shy away from a 
neurologic problem and refer the patient immediately 
to a specialist. There is no question that the book will 
accomplish these purposes for those who buy it. 

First, the buyer will have no trouble getting into 
this book. The forewords and the author’s preface sub- 
tly bring the would-be reader to an introductory chap- 
ter that swings along so smoothly that before he knows 
it, the would-be reader is a reader in fact. 

Second, having reached the end of the “Introduc- 
tion,” the reader is convinced that he faces nothing 
very complicated. His conviction is sustained when he 
riffles through the succeeding chapters and has his at- 
tention arrested by the sixty-odd superb illustrations. 
It is safe to predict that he will then scan enough of the 
text for the author’s purposes. 

Finally, the reader’s association with this book will 
not end with this first experience. It will become one 
of his most used sources of reference. 

—Hueu H. Hussey, M.D. 


Bacterial and Mycotic Infections of Man. Edited by Rene J. Du- 
bos, Ph.D. Pp. 900. 2nd Ed. J. B. Lippincott Company, 
Philadelphia, 1952. 


The second edition of this excellent book is similar 
in organization and scope to the first. It is designed to 
cover the characteristics of the bacteria and fungi which 
infect man, the principles of infection, and the general 
effects of the parasites upon the host. These objectives 
are well accomplished. Although there are thirty-seven 
different authors, they are all experts in their fields and 
the unevenness in quality which often characterizes 
books by multiple authors is strikingly absent. 

The second edition is approximately one-hundred 
pages longer than the first. The chief addition is an 
expansion of the chapter on the principles of chemo- 
therapy which consists of a thoughtful and informative 
summary of the action of the chemotherapeutic drugs 
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and the antibiotics and the application of these princi- 
ples to the human host. The chapter on applied medical 
bacteriology, which has been entirely rewritten, in- 
cludes many practical suggestions for the laboratory 
diagnosis of infections caused by bacteria and fungi. 

The editor states that the book is intended primarily 
for students and also for the practitioner in medicine. 
The inquiring physician who wishes to know the why 
and how of the things he does will find much to digest 
in this book. It will not, however, give him exact rules 
and dosages for treating an individual disease. Phy- 
sicians who are particularly interested in infectious 
disease, whether clinicians or laboratory specialists, will, 
therefore, be the more likely readers. 

It might be added that the wide scope, excellent for- 
mat, and liberal use of illustrations were made possible 
at a popular price by a grant from the National Founda- 
tion for Infantile Paralysis. 

—Harry F. Downe, M.D. 


Practical Blood Grouping Methods. By Robert L. Wall, M.D. Pp. 
175. Price, $5.00. Charles C Thomas, Springfield, IIL, 
1952. 


This manual of immunohematology is intended pri- 
marily for pathologists and laboratory workers. It is 
up to date, clear, and concise in its explanations, and 
complete with details of technique. While it covers 
many aspects of blood typing in both the theoretical 


and the practical field, a clear distinction is made to 
stress the practical. Human blood is pictured as being 
as individual as human fingerprints. The blood group 
antigens already known point toward 2,500,000 sep- 
arate and distinct blood group patterns, and every year 
new antigens are being discovered. 

The practical value of this book is as a laboratory 
manual. The physician who does not assume responsi- 
bility for the matching of blood would find it of little 
value to him. The physician who does assume such 
responsibility cannot afford to be without it. 

—ALBERT S. Dix, M.D. 


Acute Renal Failure. Including the Use of the Artificial Kidney. 
By John T. MacLean, M.D. Pp. 114. Price, $6.50. Charles 
C Thomas, Springfield, Ill., 1952. 


This is a short, easy-to-read book that is beautifully 
published. It is neither a comprehensive volume on 
renal failure nor a complete treatise on the artificial 
kidney. Rather, it is a short discussion of the author’s 
experiences that has been expanded to include enough 
physiology to make his points understandable. The 
author writes well and easily. 

There is a practical classification of the causes of 
anuria; he emphasizes chloride restriction during the 
oliguric or anuric phase, and careful, quantitative chlo- 
ride replacement during the diuretic phase. He believes 
the artificial kidney is the best means of dealing with 
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potassium intoxication. It is interesting that the inci- 
dence of hypertension during dialysis has been very 
low. 

Two very good points are well made: (1) To provide 
adequate drainage of bronchial secretions in the un- 
conscious patient, the prone position is advocated, with 
two pillows placed transversely beneath the abdomen. 
(2) The evaluation of postrenal factors leading to anuria 
is difficult without cystoscopy and retrograde pyelo- 
graphy. In no instance was the patient made worse by 
this procedure when performed within the first day or 
two. The information gained might be lifesaving in 
preventing errors in diagnosis. 

—Nicuoias J. Corsonas, Jr., M.D. 


Mid-Century Psychiatry. Edited by Roy R. Grinker, M.D. Pp. 
183. Price, $5.50. Charles C Thomas, Springfield, IIl., 
1953. 


Please read carefully this one sentence taken from 
the editor’s preface: ‘This symposium, far from indi- 
cating that the twentieth mid-century was close to pro- 
ducing the awaited synthesis of many disciplines into a 
behavioral science, emphasized the absence of a basic 
or unitary concept of human nature, the polyglot na- 
ture of interdisciplinary communications and the fail- 
ure of diverse and multileveled operational procedures 
to permit sound correlations.” 

If this sentence makes understandable sense to you, 
you may find this book interesting, but I suspect that 
you won’t need it; if it does not make sense to you, I 
doubt if the essays of the thirteen contributors will add 
to your total intelligence. —Merriit Suaw, M.D. 


Diabetic Manual for the Doctor and Patient. By Elliott P. Joslin, 
M.D. Pp. 315. Price, $3.00. Lea and Febiger, Philadel- 
phia, 1953. 


To those who are acquainted with this “bible” for 
diabetics, it need only be said that the ninth edition 
simplifies the diet, brings us up to date with the use of 
the newer types of insulin, and gives a valuable discus- 
sion of other diseases in their relation to diabetes. 

For those who have thus far denied themselves this 
acquaintance, this reviewer takes great pleasure in mak- 
ing the introduction. This small volume, written after 
fifty years of experience by one who pioneered in the 
preinsulin days and who has applied and taught each 
new bit of information on diabetes as it was developed, 
is a masterpiece of clarity, simplicity, accuracy, and 
completeness. It is delightful reading for the doctor. 
It gives the right answers for patients’ questions. 

Intended for use by both doctor and patient, this 
work proves that it is possible to cover a complicated 
medical problem in plain readable language without 
sacrificing its practical scientific value. The book has 
thirty-four short chapters covering the story of diabetes, 
questions and answers, diabetic arithmetic, hygiene, 
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diet and nutrition, insulin, exercise, weight, prognosis, 
marriage, heredity, complications, laboratory tests, em- 
ployment, and life insurance for diabetics. 

This manual should be at the fingertip of all doctors, 
general practitioner and specialist alike. It should serve 
as an inspiration to the wise, a warning to the foolish, 


and a guide for any diabetic. —A.pert S. Dix, M.D. 


The Stereoscopic Atlas of Human Anatomy. Section 1. The 
Central Nervous System. By David L. Bassett, M.D. and 
W. B. Gruber. Price $27.50. ($34.50 with stereoscope, 
light attachment with transformer and cord). Sawyer’s 
Inc., Portland, Oregon. 


David L. Bassett successfully presents the anatomy of 
the human central nervous system in a clear and techni- 
cologically flawless manner. 

The collection consists of a series of stereoscopic 
slides mounted on a wheel which is adapted for the 
master viewer, and of four handbooks which explain the 
slides in each wheel. There are thirty-four wheels with 
seven full-color slides in each. Each view is clearly ex- 
plained by a corresponding diagram and brief descrip- 
tion in the handbook. 

The anatomic study is presented as a group of serial 
sections and brings into view with impressive realism all 
the internal structures and their corresponding vascular 
supply. In addition, the author presents some beautiful 
reproductions of the normal pneumoencephalogram and 
cerebral arteriogram. 

This work represents a great scientific accomplish- 
ment and is a major contribution to the teaching of the 
anatomy of the central nervous system. 

It is of invaluable assistance to the general practitioner 
who desires to refresh his knowledge of neuroanatomy 
in a very easy and pleasant manner. 

For the specialist it is of the utmost help and con- 
venience because the telescopic approach to the study 
of some of the neurologic structures offers a more exact 
understanding of the complex relations. 

The Atlas gives the satisfaction of the fresh specimen 
with the advantage of providing a permanent record of 
the best dissections. 

Inasmuch as accurate neurologic diagnosis is largely 
dependent upon a detailed knowledge of neuroanatomy, 
this collection should prove helpful to all who are inter- 
ested in this field. —Arcesio Zunica, M.D. 


Your Brain and You. By G. N. Ridley, B.Sc. Pp. 209. Price, 
$4.00. Watts and Company, London, England. 


This book is written primarily for the ordinary reader, 
student of biology, and the premedical student. It has 
as its scope consideration of the growth and microscopic 
anatomy of the brain, cord, and ramifications. 

The book is well written, mostly nontechnical, and 
profusely illustrated by photographs and drawings. The 
student of comparative anatomy will find much in this 
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book to his interest. It is good review for the average 
physician ; however, I believe he will consider it too ele- 
mentary. The correlation of the size of the brain, its 
chemistry, the different segments of the brain with 
mind and body physiology are well done. 

I do not believe this book is intended for general prac- 
titioners, but for the ordinary reader and should prove 
informative, entertaining, and educational. 

—Marsuatt O. Hart, M.D. 


Liver Injury. Edited by F. W. Hoffbauer, M.D. Pp. 265. Price 
$4.00. Josiah Macy, Jr., Foundation, New York, 1953. 

This book entitled Liver Injury is in reality the pub- 
lication of the transactions of the eleventh conference 
on this subject. The conference was sponsored by the 
Josiah Macy, Jr., Foundation and was intended as a 
symposium on both clinical and research aspects of the 
liver. The object of the conference was to attempt to 
break down the information barriers existing between 
the clinician and research worker. 

The book is divided into five sections of which only 
one has particular clinical interest and application. 
This section is the one entitled “Infective Hepatitis” 
and is based on an outbreak of hepatitis among navy 
personnel following vaccination against influenza. The 
material presented in this discussion covers all known 
and suspected factors altering the epidemiology, im- 


munology, prevention, clinical course, and symptom- 
atology of infective hepatitis. The relationships and 
differences between infective hepatitis and serum hepa- 
titis are discussed. The effects of cortisone on an ex- 
perimental infection with the hepatitis virus were in- 
vestigated and found to be adverse. 

The remaining four sections of the book deal with 
very specialized research techniques and results. The 
study on enzyme activity in the human liver, under- 
taken in Africa on nutritional liver disease patients, is 
interesting to the student of biochemistry, but there is 
no field of application for the general practitioner. Hans 
Elias’ exhaustive study of the morphology of the liver 
might eventually shed light on the amenability of pres- 
sure relationships within the liver in cirrhosis to surgical 
attack. However, this paper, as well as that on biliary 
excretion in the rat, belongs in research files. 

The last section, on hepatic histochemistry, demon- 
strates that ribonucleic acid is contained in the liver 
cell as basophilic inclusions which disappear in starva- 
tion. Clinically, the paper shows liver injury to begin 
at the periphery of the lobule and progress centrally. 

In conclusion, I feel this is a book which accomplishes 
its purpose of integrating varied and widely divergent 
fields of investigation under a comprehensive plan, but 
I do not feel that it is of value to the general practitioner 
in any way. —R. Apetaiwe Draper, M.D. 
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ADDRESS OF THE PRESIDENT 


PRESENTED BY R. B. ROBINS, M.D., TO THE CONGRESS OF DELEGATES 
AT THE FIFTH ANNUAL SCIENTIFIC ASSEMBLY, SAINT LOUIS, MO., 1953 


Iv 1s inspiring for all of us to meet here on this occasion 
and note the remarkable progress that has been made by 
the American Academy of General Practice since our 
first meeting in 1948. Ours is an organization which is 
truly geared to meet the needs of the general practi- 
tioner of America; we can all take justifiable pride in the 
fact that it is accomplishing its altruistic goals. 

If I could resolve the essential purpose of the Amer- 
ican Academy of General Practice into one sentence, I 
should say that its real purpose is to render a better 
quality of medical care to the American people. This 
manifestly refers to the services rendered by the general 
practitioner, otherwise known as the family doctor or 
the personal physician. 

Medical progress is advancing so swiftly that it is dif- 
ficult to keep abreast of the stream of scientific knowl- 
edge. One of the prime purposes of the Academy is to 
induce our members to engage in sustained study and 
thus keep pace with this rapid stream. We all know it is 
much more difficult to be an excellent general practi- 
tioner than it is to be an excellent specialist, because the 
general physician must cover a broader field of knowl- 
edge than does the specialist who limits his interest to a 
particular jurisdictional portion of the anatomy. 


Membership—A Badge of Distinction 


Membership in the Academy is and will increasingly 
be a badge of distinction indicating significantly to the 
American people and to the American medical profes- 
sion that the member stands out as one who is doing his 
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R. B. Robins, M.D. 


best to be an up-to-date and well-qualified general prac- 
titioner. 

This is an occasion when we do a little stock-taking 
and report to you what has happened during the past 
year. I am going to hit some of the high points and leave 
the details to the other officers and chairmen of the 
various commissions and committees in their reports. 

We are the third largest medical organization in 


ay cademy Keports and News 
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America in our five years of existence, which has been 
an amazing and phenomenal growth. We are now ap- 
proaching a total membership of 16,000 with an exact 
increase of 1,339 members during the past year. The 
Academy is composed of fifty separate chapters and 
they range in size from the smallest one with a member- 
ship of fourteen to the largest one with 1,584. 

The Academy’s interest in the promotion of post- 
graduate education for the physician has stimulated a 
remarkable increase in the number of courses and also 
in the attendance. Last year, there were 1,869 courses 
given over the country with an attendance of 66,000. 
This represents an increase of over 300 courses over the 
previous year, and an increase of more than 20,000 at- 
tendance over the previous year. The Academy has cer- 
tainly improved the opportunities for general practi- 
tioners to continue their education and training. 


More Emphasis on Training G.P.’s 


In the field of undergraduate education, the program 
of the Academy is having its influence on medical edu- 
cation. Medical schools are placing more emphasis on 
the training of general practitioners. Ten years ago only 
one in ten senior medical students was planning general 
practice as compared to six out of ten today. All these 
phenomenal changes in the nature of medical education 
in America are, I think you will agree, a direct result of 
the program undertaken by our Academy soon after its 
founding just a little over five years ago. 

Efforts should be continued to interest medical 
schools in the preduction of general practitioners, and 
also general practitioners everywhere should be en- 
couraged to take part in undergraduate medical educa- 
tion. Preceptorship programs are now being employed 
by twenty-five medical schools and they are very im- 
portant in giving the student knowledge of the prob- 
lems of general practice. There are almost 150 more 
general practice residencies available now than there 
were a year ago. The trouble is that not half of them are 
filled. Our efforts should be directed to making it desir- 
able for young physicians to utilize these residencies. 

In the field of home study courses, Dr. Loren G. 
Shroat of Seattle, Washington, has done a marvelous 
job of exploration of the possibilities for the Commission 
on Education. He is to be complimented on the tre- 
mendous effort that he has made. There is a feeling 
among many of us that efforts along this avenue should 
be pursued. It is felt that many busy general practi- 
tioners, especially in rural areas, would take advantage 
of well-planned home study courses. Just recently, I 
have noted that the Department of Postgraduate Teach- 
ing, Division of Surgery, of the Montreal General Hos- 
pital has established a correspondence course of tutorial 
training consisting of twenty carefully prepared weekly 
reading lists, each with examination type questions to 
answer and submit for grading. These particular courses 
are designed for preparation for examinations of the 


American Board of Surgery and the Royal College of 
Surgeons of Canada. Perhaps we should also experi- 
ment with this kind of teaching method, with the needs 
of doctors in one or two-doctor rural towns in mind. 

There continues to be manifested a great interest in 
general practice departments in the hospitals over this 
country. More than a third of the general hospitals in 
the United States now have a department of general 
practice and most of these are patterned after the plan 
in the manual which is issued by the Academy. 


“Fee-Splitting and Ghost Surgery” 


The subjects of “unnecessary surgery,” “‘fee-split- 
ting,” and “ghost surgery” have had much publicity 
both within and without the profession during the past 
year. The Academy, as well as other medical organiza- 
tions, is on record as opposing fee-splitting. We define 
fee-splitting as any division of fees for service between 
physicians which is done without the full knowledge of 
the patient. It is my feeling that this subject has been 
overplayed before the public. I think any reasonable 
physician will agree that Dr. Paul Hawley has rendered 
the profession we all love so much a great disservice in 
his recent interview with U.S. News and World Report. 
He was responsible for an article entitled “Unnecessary 
Surgery” which will tend to destroy the confidence of 
the people in their physicians. We had enough of this 
type of smear campaign during the days of Harry Tru- 
man and Oscar Ewing. Dr. Hawley has taken advantage 
of the exceptions to condemn the whole profession or, 
at least, that is the impression that is left in the mind of 
the laity. Will the public be benefited by the reckless 
calumnies of this self-appointed Messiah who teaches 
people to mistrust their doctors? 

Dr. Hawley bemoans the fact that general practi- 
tioners are permitted to do surgery. As a matter of fact, 
most of the surgery done in this country is done very 
capably by general practitioner surgeons and we shud- 
der to think of the increased mortality, for example, 
from acute appendicitis if general practitioners were not 
permitted to do surgery. 

The editors of the same magazine invited me to 
Washington on March 13 for an interview concerning 
the general practitioner, his work and his value to the 
American people. I accepted the invitation after its ap- 
proval by my local county medical society, and after 
consultation with numerous physicians feeling that I 
might be able to render a public service and give a con- 
structive rather than a destructive interview. My hope is 
that it will turn out that way. And that the published 
article will give wide publicity to the progressive pro- 
gram of the American Academy of General Practice. 


Greater Challenges and Responsibilities 


Our Academy is now a large and influential organiza- 
tion. It is growing and as the years go by will continue 
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basically different in structure 
from all other antihistamines -- 
different also in its action -- it 
usually relieves allergic symptoms 
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to grow. Already it has exerted a great influence in 
American medicine. We must not be narrow in our vi- 
sion; we must measure up to the responsibilities and 
challenges our organization has assumed. 

It is essential for instance, that we repose trust and 
confidence in the men elected to administer the affairs 
of our organization. My observation is that the members 
of the Board of Directors, and the various commissions 
and committees, are sincere people with the highest mo- 
tives, who unselfishly devote their time and effort for the 
welfare of this great organization and its membership. I 
feel that you join with me in appreciation and thanks to 
all of them, and also to our able Executive Secretary, 
Mr. Mac F. Cahal, and his loyal staff at headquarters. 

Morale and loyalty are not helped by evidences of 
mistrust or lack of appreciation on the part of any of us. 
As a young organization with its inevitable growing 
pains, we are being watched by other medical organiza- 
tions and by the public. So far as I know, our Academy 


What Others Are Saying .. . 
THE PROBLEM OF THE “LIMITED PRACTITIONER” 


Do you remember your state board exam? For several 
weeks before the exam you had that worried look, and 
seemed preoccupied. You passed your friends without 
really seeing them, you consumed too much coffee 
while burning the midnight oil. Or, do you remember 
that first day in your new office? You had mortgaged 
your future with the office lease, and as you got there 
bright and early you sat behind your brand new desk 
and wondered. Yes, you knew it would probably come 
out all right in the end, but still you wondered. 

If you have been “‘fortunate” enough to have had the 
above experiences, perhaps then you can understand 
the limited practitioner’s view of this new phenomenon, 
the American Academy of General Practice. At first he’s 
not especially concerned, “So the G.P.’s have an organ- 
ization—so what?” Then articles begin to appear in 
print. It seems that the general practitioner has some 
grievances. They are not specific, but it seems as though 
the general practitioner isn’t quite satisfied with his 
hospital privileges. 

There are a few other points here and there that 
would seem to require a little clarification. The limited 
practitioner begins to inquire—‘‘What’s this all about? 
Who—what—.s this new organization of general prac- 
titioners that has started passing resolutions?” 

Then the rumors begin to fly—this organization is 
going to boycott all limited practitioners—its members 
are going to build their own hospitals—the organization 
doesn’t see any sense in having limited practitioners 
anyhow—the members are going to refuse to take their 
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has no enemies, but if we should have, they would be 
encouraged by any sign of division in our ranks, or any 
evidence of petty discord. Let us look toward the bigger 
things and forget trivialities and personalities. 

We must go forward together, tolerant of the short- 
comings of our friends, and trustful of their motives. In 
this nation, as well as in our Academy, we may well 
adopt the wisdom of one who is perhaps the greatest 
living general practitioner in the world today. It is 
Albert Schweitzer who said, ‘The only way out of 
today’s misery is for people to be worthy of each other’s 
trust.” 

I want to conclude my remarks by thanking you from 
the depths of my heart for granting me the great honor 
and privilege of serving as your president. I am very 
sorry that illness in my family during much of the year 
has necessarily reduced my efforts, but you have been 
wonderful to me and I shall be forever grateful to you, 
my trusted and cherished friends! 


patients to hospitals that don’t throw limited practition- 
ers off their staffs, and replace the heads of the depart- 
ments with general practitioners—the very least the 
limited practitioner can look forward to is simple cas- 
tration, or being herded into trucks, carted off to con- 
centration camps and summarily executed. 

We all know that this is absolutely untrue. The gen- 
eral practitioner recognizes the need for and the worth 
of the limited practitioner. He knows that in a certain 
percentage of his cases he must utilize the services of a 
physician who has made a special study of a particular 
branch of medicine, and who has limited himself to this 
branch in order that he may maintain his skill. In cer- 
tain areas there has been a reluctance upon the part of 
the limited practitioner to accept this new organization. 
Perhaps such an _ attitude is not illogical, in the light 
of the foregoing. We know that we are not “against” 
limited practitioners—but do they? 

The problem seems to be one of simple communica- 
tion. Invite the limited practitioner to take part in our 
activities. Let him learn of our true aims and purposes. 
By this means we can dispell his suspicions, because 
primarily his suspicions are not of the general practi- 
tioner, or of the Academy, but rather because it is new 
and unfamiliar. All things newand unfamiliar are viewed 
with anxiety and suspicion. Remember your state 
boards—that first day in your office? Let’s dispell this 
newness and the resultant anxiety and suspicion with 
two simple remedies—truth and information. 
—Editorial in The Family Physician, January, 1953. 
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and other agents for quick, long-lasting con- 
trol of infection and maintenance of the nor- 


mal vaginal environment. Dainty to handle 
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Drs. Bryner and DeTar Are Guest 
Speakers at Washington, D.C. Session 


AN OUTSTANDING group of speakers presented the 
First Annual Postgraduate Lecture Series spon- 
sored by the chapters of the District of Columbia 
and Maryland’s Montgomery county and Prince 
Georges county on April 23 in Washington, D. C. 
One hundred-eighty physicians attended. 

The guest speaker for the luncheon which was 
held in the Mayflower Hotel Ballroom was the 
Academy’s president, Dr. U. R. Bryner of Salt 
Lake City. His topic was “Socialized Medicine in 
Great Britain.” Dr. Bryner is well qualified to speak 
on this subject since he was one of five physicians 
sent by the A.M.A. to spend six weeks studying 
the unfolding socialized medicine situation in Eng- 
land, Wales, and Scotland. 

The Academy president maintains that the gen- 
eral practitioner in Great Britain is no longer a 
free, independent professional person. Instead, his 
work tends to become more superficial as he is in- 
creasingly concerned with clerical and technical 
trivialties. 

Another Academy official, Dr. Jack S. DeTar of 
Milan, Mich., speaker of the Congress of Dele- 
gates, spoke during the afternoon session. He dis- 
cussed the “Highlights of the American Academy 
of General Practice in 1952.” 

Other visiting lecturers were Dr. Edward H. 
Crosby of McCook Memorial Hospital, Hartford, 
Conn., and Veterans’ Home and Hospital, Rocky 
Hill, Conn; Dr. H. K. Hellerstein, director of the 
Cleveland Area Heart Society of Cleveland, Ohio; 
Dr. Erwin Neter of Children’s Hospital and Asso- 
ciate Professor of Bacteriology at the University of 
Buffalo, Buffalo, N. Y.; Dr. Philip Thorek of the 
University of Illinois and Cook County Graduate 
School of Medicine, Chicago; and Dr. Jack Wolf 
of New York University, New York City. 

Presiding officers during the scientific program 
were Drs. S. A. Thomas and Maurice J. Kossow of 
Washington, D. C., Dr. Merrill Cross of Silver 
Springs, Md., and Dr. William Brainin of Capitol 
Heights, Md. 


GP July, 1953 


Big Attendance at First Annual District of Columbia Chapter Meeting 


When President U. R. Bryner (left) addressed the 
District of Columbia chapter in Washington, April 
23, his home town neighbor, Secretary of Agriculture 
Ezra Taft Benson (right), turned out to hear him. 


Canadian College of General 
Practitioners Proposed by Ontario 


Tue formation of a Canadian College of General 
Practitioners has been proposed by a Committee 
on Accreditation in Ontario as a means of seeing 
that Canadian physicians keep up medical stand- 
ards. 

At the recent meeting of the Section on General 
Practice of the Ontario Academy of Medicine in 
Toronto, the main discussion centered on the in- 
terim report of the Committee on Accreditation. 
This report covered a review of the by-laws of the 
American Academy of General Practice and of the 
newly-founded College of General Practitioners in 
Great Britain. 

This committee felt that accreditation could best 
be accomplished by the formation of a College of 
General Practitioners which should be Canadian- 
wide, self-sustaining, and should police its own 
standards of membership. The committee recom- 
mended that further study be given the matter. 

This report was received by the section with the 
recommendation that it should be forwarded to 
the C.M.A. committee on accreditation. There was 
support for and against the principle of accredita- 
tion and the necessity of forming a College of 
General Practitoners. 
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At this session the following definition of a gen- 
eral practitioner was proposed : 

‘A legally qualified doctor of medicine who does 
not limit his practice to a particular field of medi- 
cine. He must be prepared to assume some degree 
of responsibility in any and every illness, in people 
of all ages over long periods of time; he must play 
his part in preventive medicine; he must help in 
many social difficulties. His deliberate aim should 
be to achieve breadth of vision, rather than great 
depth in any particular sphere.” 


Mississippi's New Four-Year Medical 
School Will Bring Nation's Total to 74 


Tuere will be 74 four-year medical schools in the 
nation when Mississippi gets its first four-year 
medical course into operation. 

Ground was broken recently for the $8,500,000 
University Medical School and Teaching Hospital 
in Jackson. It will be under the supervision of the 
University of Mississippi School of Medicine, now 
operating an approved two-year school in the 
basic medical sciences. 

The teaching hospital will have 350 beds with 
eventual expansion to 525 and facilities for the 
care of 50,000 outpatients annually. The school, 
able to accept 320 students at the outset, is planned 
for an eventual student body of 400. First classes 
and admission of patients are scheduled for 1955. 


Joint Commission Cuts Number 
Of Required Hospital Staff Meetings 


Ir att of a hospital’s medical work is reviewed in 
monthly departmental and clinico-pathologic con- 
ferences, meetings of the entire staff are now xe- 
quired only quarterly, according to an announce- 
ment by the Board of Commissioners of the Joint 
Commission on Accreditation of Hospitals made 
following a recent meeting in Chicago. 

“Hospitals, whose medical staffs have been com- 
plaining about the need for attending a multiplicity 
of monthly staff meetings will be pleased to learn of 
this additional alternative in the standards which 
will assist in improving the quality of medical care,” 
Dr. Edwin L. Crosby, director of the Joint Commis- 
sion, remarked. 

Monthly meetings were designed primarily to aid 
the staff in discharging its full responsibility for es- 
tablishing and maintaining high quality of medical 
care in the hospital. 

In recent years, in those hospitals which have 
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departmental organization with well-qualified and 
highly specialized clinical staffs, importance has 
been placed on departmental and clinico-pathologic 
conferences for extensive study of each patient's 
record. With a program of departmental confer- 
ences, meetings of the entire active staff will now 
only be required quarterly. 

During a discussion on “Are Medical Staff Meet- 
ings the Best Method for Insuring Good Medical 
Care?”’, the following were agreed to: 

1. The medical staff is responsible for the qual- 
ity of medical care in the hospital and must assume 
this responsibility, subject to the ultimate authority 
of the hospital governing board. 

2. The staff must be a self-governing board. 

3. Staff meetings are held for the purpose of re- 
viewing the medical care of patients within the hos- 
pital and not for the presentation of scientific papers 
or discussions. 

4. Regular and frequent meetings of departmen- 
tal staffs to review clinical work are accepted as a 
“must” in well-organized hospitals. 

5. Medical staff meetings cannot be held in con- 
junction with those of another hospital or with local 
medical societies. 

In addition to the standards set up for staff meet- 
ings, the following alternative was adopted—There 
should be an active medical records committee to 
review the record of every discharged patient; an 
active tissue committee to study all pathologic re- 
ports; an executive committee to review and act 
upon the findings of the above-mentioned groups; 
and general staff meetings to inform and to discuss 
with the entire medical staff the quality of care ren- 
dered in the hospital. 

The second significant revision in standards to 
come out of the meeting clarified the organization 
and function of general practice departments in 
hospitals. 

The standard now reads: 

‘A department of general practice shall be an or- 
ganized segment of the medical staff comparable to 
that of other staff departments with the following 
limitations : 

1. The responsibilities of this department shall 
be limited to administration and education. It shall 
not be a clinical service and no patients shall be ad- 
mitted to the department. If and when desirable, 
however, the department may be made responsible 
for conducting the outpatient clinic in whole or 
part. 

2. Since the department of general practice will 
not have a separate service, the members of the gen- 
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AcADEMY chapter meetings and 
postgraduate courses, as well as 
other medical meetings in which 
general practitioners will have 
an interest, will appear here 


— monthly. 


Plan To Attend? 


July 13-17. Saranac Lake Medical Society and Adi- 
rondack County (New York) chapter, second 
annual tuberculosis symposium for general prac- 
titioners, Saranac Lake, N. Y. 


July 20-August 1. Michael Reese Hospital, post- 
graduate course in hematologic diagnosis, 


Chicago, IIl. 


Aug. 3-15. Michael Reese Hospital, postgraduate 
course in electrocardiographic interpretation, 


Chicago, Ill. 


Aug. 4-5. Seuth Carolina chapter, annual meeting, 
Charleston. 


Aug. 22-29. First World Conference on Medical 
Education, London, England. 


Aug. 31—-Sept. 5. World Medical Association, Seventh 
General Assembly, The Hague, Netherlands. 


Sept. 2-4. University of California School of Medicine, 
gynecologic and obstetric conference, Uni- 
versity Extension Building, San Francisco. 


Sept. 16-17. Mississippi chapter, fifth annual meet- 
ing, Jackson. 


Sept. 21-23. Texas chapter, fourth annual meeting, 
Fair Park Auditorium, Dallas. 


Sept. 21-25. Division of Chronic Disease and Tuber- 
culosis, Public Health Service, diabetes program, 
Diabetes Study and Training Center, Boston, 
Mass. 


Sept. 22-24. Lovisiana chapter, sixth annual meeting, 
Bentley Hotel, Alexandria. 


Sept. 23. Massachusetts chapter, fifth annual meet- 
ing, Hotel Statler, Boston. 


Sept. 24-25. lowa chapter, fourth annual meeting, 
Des Moines. 


Sept. 28-29. Chattanooga-Hamilton County Medical 
Society, the Tennessee Valley Medical As- 
sembly, Chattanooga, Tenn. 


Sept. 28-Oct. 1. Kansas City Southwest Clinical 
Society, 31st annual fall clinical conference, 
Kansas City, Mo. 


Oct. 6. Vermont chapter, third annual meeting, 
Equinox House, Manchester, Vt. 


Oct. 16-17. Georgia chapter, fourth annual meeting, 
De Soto Hotel, Savannah. 


eral practice department shall have privileges in the 
clinical services of the other departments in accord 
with their experience and training, on recommen- 
dation of the credentials committee. In any service 
in which any general practitioner shall have privi- 
lege, he shall be subject to the rules of that service 
and subject to the jurisdiction of the chief of the 
clinical service involved.” 


Detroit Physician Points Out AAGP 
Contributions to Medical Profession 


In a speech made by Dr. Frank J. Sladen of Henry 
Ford Hospital, Detroit, to the Michigan and Wayne 
County chapters of the A.A.G.P., he pointed out 
the valuable contributions that the Academy has 
made to the medical profession. 

Dr. Sladen’s words bear repeating after the recent 
tug of war carried on in the nation’s press by various 
persons in the medical profession. 

“No branch of medicine should be considered 
less than any other in standard of work and service 
to the patient,” Dr. Sladen maintained. 

He pointed out, “The establishment of standard 
qualifications by the American Academy of General 
Practice has already claimed for it a point ahead of 
the present certification boards of American Asso- 
ciations and Colleges which in themselves require 
little or no individual effort of their members.” 

Dr. Sladen emphasized that if the Academy pur- 
sues its program of study requirements it will be 
soundly established as a tradition of American med- 
icine, a feat which other medical groups in the 
country have not accomplished. 

In his speech he said he believed the greatest ad- 
vance in the recent practice of medicine has been 
the emphasis put upon the whole man as a problem 
for the general practitioner. 

Dealing with the patient as a total personality “is 
a matter of dealing with the emotional component 
of his peptic ulcer or with his illness based prima- 
rily upon the fact that he cannot lift the mortgage 
on his home.” 

He stressed, ‘No group has a better opportunity 
to become experts in this field than the men in the 
practice of general medicine. They have the rela- 
tionship with the family, the opportunity to know 
of home, work, and other influences to carry out a 
program of diagnostic, therapeutic, and preventive 
skill in this field of general medicine which cannot 
be surpassed.” 

The doctor’s speech entitled ‘The Dignity of the 
Practice of General Medicine,” pointed out two fea- 
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Intractable bronchial asthma. 5. LUNG—Sarcoidosis. 6. HEART ee 
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NECTIVE TISSUE—Pemphigus; Exfoliative dermatitis; Atopic 
dermatitis; Disseminated lupus erythematosus; Scleroderma 
(early); Dermatomyositis; Poison ivy. 9. ADRENAL GLAND— 
Congenital adrenal hyperplasia; Addison's disease; Adrenal- 
ectomy for hypertension, Cushing's syndrome, and Neoplastic 
diseases. 10. BLOOD, BONE MARROW, AND SPLEEN— Allergic 
purpura; Acute leukemiat (lymphocytic or granulocytic); 
Chronic lymphatic leukemia. 11. LYMPH NODES—Lympho- 
sarcomat; Hodgkin's disease.t 12. ARTERIES AND CON- 
NECTIVE TISSUE—Periarteritis nodosa (early). 13. KIDNEY— 
Nephrotic syndrome, without uremia (to induce withdrawal 
diuresis). 14. VARIOUS TISSUES—Sarcoidosis; Angioneurotic 
edema; Drug sensitization; Serum sickness; Waterhouse- 
Friderichsen syndrome. 


t Transient beneficial effects. 


12 


‘ATE, Mracx) 


CORTONE # HYDRO- 
CORTONE are the 
registered trade-marks 
ot Merck & Co., Inc. for 
its brands of © 
through Merck 


research and production 


a 
] 
se 
‘= 
= 
a -> CR 
i A, Ge 
10 
} 
i — 
\ 
j 
a, 
» 4 
| MERCK & CO., IN 


tures which add to this dignity. The first is the need 
of impressing upon the public that diagnosis comes 
before treatment and diagnosis cannot be made in a 
moment. Treatment should be more than meeting 
symptoms. 

The second feature is caution in the use of new 
medicinal products before they are proven and re- 
fusing to prescribe them to patients just because 
they demand drugs and procedures they read about. 


Length of Time in Sections, Services 
Changed in Army Medical Intern Program 


Tue length of time that army interns will spend in the 
different hospital sections or services was changed 
July 1, the Education and Training Division of the 
Office of the Army Surgeon General has announced. 
This is in accordance with the requirements of the 
Council on Medical Education and Hospitals of the 
A.M.A. 

Under the new plan, medical interns in army hos- 
pitals will spend three months in internal medicine, 
three months in surgery, two months in obstetrics 
and gynecology, two months in pediatrics, and two 
months in a service that they select on the basis of 
personal preference. 


A total of 150 medical school graduates will in- 
tern in army hospitals this year. 


Physicians By-Pass Economic Problems 
Session for Erudite Scientific Program 


WHEN only 53 physicians, among the 4,700 attend- 
ing the recent annual meeting of the American 
College of Physicians, gathered to hear how the 
public can pay for the excellent medical treatment 
that science now can provide, Dr. Louis H. Bauer, 
A.M.A. past president, remarked sadly that doctors 
are not interested in talking about social and 
economic problems. 

Dr. Bauer, the moderator of a discussion among 
four other medical authorities on “The Internist 
and Citizenship Responsibilities,” said, “When you 
call a meeting to discuss problems, if the program 
sounds anything like talk about medical economics, 
they won’t come unless they expect to see a fight.” 

Panelists were Dr. George Baehr, president and 
medical director of the controversial H.I.P. of 
Greater New York; Vice Admiral Joel T. Boone, 
chief medical director of the Veterans Adminis- 
tration, Washington; Dr. Edwin L. Crosby, direc- 


tor of the Joint Commission on Accreditation of 
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Hospitals, Chicago; and Dr. Russell V. Lee, pro- 
fessor of medicine at Stanford University and a 
member of the President’s Commission on Health 
Needs of the Nation. 

While only 53 persons were at this session, more 
than 1,000 crowded into another room for an eru- 
dite clinico-pathologic conference. 

Dr. Bauer and the panelists made it clear they 
were not criticizing those who preferred to attend 
a scientific session, but they emphasized that a way 
must be found to get the average doctor in the 
average community interested in aspects of the 
practice of medicine besides those of strictly scien- 
tific interest. 


Steady Growth Noted in England's 
College of General Practitioners 


ELevEN additional general practitioners from dif- 
ferent parts of the British Isles have been elected 
to the Foundation Council of the College of Gen- 
eral Practitioners in England, bringing the council 
number to 21. New members will be elected this 
fall when the first annual general meeting of the 
College will be held. 

The College of General Practitioners has shown 
a healthy growth since its inception on January 10. 
By February 12, there were 1,600 members. 

One of the recent projects of the College is col- 
lecting plans and photographs of up-to-date sur- 
geries, consulting rooms, dispensaries, and wait- 
ing rooms with special concern for how these might 
be utilized in single or group practices. The Col- 
lege will be a center where plans and _ scale 
models can be collected and studied so that young 
doctors may benefit from the experience of others. 

One of the most recent proposals in promoting 
the College has been to organize regional faculties. 
These faculties might be described as groups simi- 
lar to the A.A.G.P.’s chapters. In general, the duties 
of these regional groups will be to relieve the Cen- 
tral College Council of local responsibilities con- 
nected with the activities of the College. 

For the first few years the main concern of the 
faculties will be to help in the teaching of certain 
aspects of general practice to final-year students 
and those newly qualified; to guide postgraduate 
education of general practitioners in the region; 
and to aid in research in general practice. Members 
of the board of each faculty will work in close 
liaison with the local medical schools, local medi- 
cal committees of the Ministry of Health, and 
local medical societies. 
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ANTACID AND BUFFERING ACTION SEDATION SPASMOLYSIS 


to counteract corrosive to stabilize emotional to relieve smooth 
acidity. tension and anxiety. muscle spasticity. 


Donnalate incorporates the pharmacological features _bital, 0.052 mg. hyoscyamine sulfate, 0.01 mg. atro- 
of both Robalate (for peptic ulcer) and Donnatal (for pine sulfate, and 0.003 mg. hyoscine hydrobromide 
spasmolysis). Each Donnalate Tablet contains 0.5 Gm. (the equivalent of one Robalate tablet plus one-half of 
dihydroxy aluminum aminoacetate, 8.1 mg. phenobar- one Donnatal tablet). 


A. H. ROBINS Co., INC. * Ethical Pharmaceuticals of Merit since 1878 *° RICHMOND 20, VIRGINIA 


The Foundation Council has approved the es- 
tablishment of a council of the College in Scotland 
to co-ordinate the regional faculties and other 
local organizations in Scotland and to maintain 
liaison with the Council of the College. 

In March at a meeting of general practitioners in 
Erie, it was decided to form a faculty of the Col- 
lege in Dublin. 

The status of all regional faculties will be equal. 
For those in Scotland, Wales, Northern Ireland, 
and Eire, they are free to form colleges of their own 
in the future if they wish. 

Members of the faculties will be elected annually 
by the members of the College who live in each 
region. 


Defense Mobilization Office To Allocate 
Nation’s Gamma Globulin Supply 


TueE Office of Defense Mobilization, a governmental 
agency, has been designated the allocating author- 
ity for the nation’s entire supply of gamma globulin, 
according to an announcement which has just been 
released. 

Inasmuch as this blood fraction is effective in 
preventing measles, infectious hepatitis and polio- 


myelitis, and because this substance is in very 
limited supply, allocation of the nation’s stockpile 
through a central agency was decided upon as the 
most effective way to prevent the greatest number 
of cases of these diseases. 

The National Foundation for Infantile Paralysis 
points out that the field trials conducted during 
the summers of 1951 and 1952 demonstrated that 
gamma globulin, when administered during an 
epidemic of poliomyelitis to individuals in those 
age groups subject to greatest risk, provides some 
temporary protection against the paralytic form of 
this disease. Whether or not gamma globulin will 
be equally effective when used in some other man- 
ner is unknown, according to the Foundation. The 
field trials further provided suggestive evidence 
that those individuals who develop poliomyelitis 
following administration of gamma globulin develop 
a less severe form of the disease. 

“We know that gamma globulin is not effective 
if administered to patients after signs of the disease 
are apparent,” the Foundation says. 

It is also felt that most, if not all, contacts of cases 
of poliomyelitis are already infected with the virus 
by the time the first case in the family has been 
diagnosed. 
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RIB BELT 


Thousands of De Puy “Sam 
Browne" belts have been 
used by men requiring sup- 
port in this area, Now order 
the same sturdy belt with a 
cut out below breasts. Even 
sizes 18 to 52. $2.50 each, 
$27.50 dozen. Order Now. 


Write for complete catalog 
of belts, frames, splints, frac- 
ture appliances. 


Web Clavicle No. 9 for 
stooped shoulders or clavicle 
fractures. Patients appreciate 
light weight. Saves taping. 


MANUFACTURING CO, INC, 
: Warsaw, Indiana 3 
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GP Quiz Answers 
Questions appear on page 66-67. 


Question No. Answer 

(1) GP January, page 50. 
(4) GP January, page 60. 
(3) GP January, page 63. 
(3) GP January, page 94. 
(4) GP January, page 101. 
(5) GP February, page 50. 
(4) GP February, page 50. 
(1) GP February, page 41. 
(3) GP February, page 75. 
(4) GP March, page 31. 
(3) GP March, page 60. 
(4) GP March, page 71. 
(3) GP April, page 35. 
(1) GP April, page 83. 
(1) GP May, page 47. 
(5) GP May, page 72. 
(2) GP May, page 75. 
(5) GP May, page 79. 
(5) GP June, page 37. 
(1) GP June, page 47. 
(3) GP June, page 61. 
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“Normally the fetus receives 

from 300 to 500 mg. of iron “ 
from the mother...” 

Pediatrics 7:136, Jan. 1951. 


Pregnancy makes exceptional nutritional de- 
mands on the mother. CALFERBEE supplies the 
nutriments known to be depleted by the de- 
mands of the fetus. 

The gastric resistant coated tablet not only 
assures better tolerance, but also assures maxi- 
mum absorption of the contents for extra thera- 
peutic effect. 


CALFERBEE is not cluttered with components 
for which there is as yet no clear-cut need in 
human nutrition. Thus, the tablet is small, easy 
to take, and reasonable in cost. 


CARROLL DUNHAM SMITH 
PHARMACAL COMPANY 


New Brunswick, New Jersey 
Established 1844 


GIVES THE MOTHER 
WHAT THE 
FETUS TAKES 


“Iron deficiency and iron 
\.: deficiency anemia cannot 

4. be cured by diet.” 

5» J.A.M.A. 143:1252, Aug. 5, 1950, 


a&< “The fetus demands and gets 
calcium from the mother even 

if her diet is deficient.” 
Am. J. Obst. & Gynec. 57:1037, June 1949. 


Each easily-swallowed CALFERBEE tablet pro- 
vides: 

Calcium phosphate tribasic—400 mg.—66% 
more calcium and 11% more phosphate than 
the dibasic salt—approximate ratio calcium to 
phosphorus of 2 to 1. 

Ferrous sulfate exsiccated—100 mg.—the min- 
imum daily requirement—2.5 times the iron in 
the same amount of ferrous gluconate. 

The vitamins most needed during gestation: 
The minimum daily requirement of vitamin D, 
thiamine and ascorbic acid, and ¥ that of ribo- 
flavin. 
DOSAGE: One or two tablets repeated at the discretion 
of the physician. 

SUPPLIED: In bottles of 100 and 1000. 
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Medical News in Small Doses: 


Hawat chapter’s secretary, Dr. Alvin Majoska, was 
recently certified by the Board of Legal Medicine, a 
board composed of qualified medical examiners and 
other physicians whose primary work is in medical 
jurisprudence or forensic medicine. Dr. Majoska is 
the only M.D. certified in this branch of medicine 
in the Territory according to a report carried in the 
Hawaii Medical Journal... . Three physicians, Drs. 
Samuel M. Feinberg and Alan R. Feinberg of Chi- 
cago and Dr. Clifford F. Moran of New York, writ- 
ing in the May 9 issue of the Journal of the American 
Medical Association, say that penicillin has caused 
fatal allergic shock in some cases and should not be 
promiscuously prescribed for minor ills. . . . Mutual 
Security Director Harold E. Stassen, president of 
the James Picker Foundation of New York City, an- 
nounces the award of approximately $40,000 in 
grants for medical x-ray research at nine universi- 
ties throughout the world. . . . The names of 29 
members of the Wayne County (Michigan) chapter 
were placed on the roster of candidates for offices in 
the Wayne County Medical Society this year... . 
A member of the Tulsa (Oklahoma) chapter, Dr. 
Wilmot B. Boone, was a leader in setting up the new 
marriage clinic in Tulsa. The new clinic has been 
organized to cut down the mounting divorce rate. 
. . « The winners of the seventh annual Schering 
Award competition among medical students have 
been announced. The awards were made to Edwaid 
Allen Jones of Meharry Medical College, Nashville, 
Tenn., for his paper on “Steroid Hormones in Geri- 
atrics’”’; Seymour Cohen of the University of New 
York, Syracuse, for “The Topical Uses of Anti- 
histamines”; and William Howard Spencer, Uni- 
versity of California Medical Center, San Francisco, 
for “Chemotherapy of the Eye.” . . . Dr. C. O. 
McCormick, Indianapolis obstetrician and Indiana 
University teacher, told members of the Indiana 
chapter during their recent annual meeting that he 
believes our education system often fails to prepare 
girls for their potential roles as mothers. “Teaching 
of sex hygiene in public schools should be replaced 
by the more important goal—healthy parenthood,” 
he said... . As of June 30, millions of dollars’ worth 
of old diathermy equipment in doctors’ offices, hos- 
pitals, and clinics were shelved. This marked the 
end of a six-year drive by the government to rid the 
country of ultra short wave machines that have been 
plaguing radio listeners and television viewers and 
are considered a menace to vital police and defense 
communications. 
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DIRECT - RECORDING 
ELECTROCARDIOGRAPH 


@ precision recording 

@ simplicity of operation 

@ continuous visibility of the record 

@ no developing, darkroom or 
chemicals 


—functional perfection to make elec- 
trocardiography ‘a simple office 
procedure.’ 
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NEWS FROM THE 


Officers of the Arkansas chapter. Seated left to right 
are Dr. J. M. Kolb, president and Dr. Randolph 
Ellis, president-elect. The secretary-treasurer, Dr. 
C. C. Long, is standing behind Dr. Kolb. Next to 
him is Dr. B. N. Saltzman, the vice-president. 


New officers of the Arkansas chapter, all elected 
unanimously at its recent annual meeting, are Dr. 
James M. Kolb of Clarksville, president; Dr. C. 
Randolph Ellis of Malvern, president-elect; Dr. 
Benjamin M. Saltzman of Mountain Home, vice- 
president; and Dr. C. C. Long of Ozark, secretary- 
treasurer (see cut). Delegates to the 1954 A.A.G.P. 
Assembly will be Drs. Ellis and Fount Richardson 
of Fayetteville. Alternates are Drs. Kolb and L. H. 
McDaniel of Tyronza. 

Milwaukee has been chosen for the site of the 
Wisconsin chapter’s convention November 17-18. 
The meeting’s general chairman, Dr. Joseph S. 
Devitt, announces that the program will be packed 
with practical material. A sellout of commercial ex- 
hibit space is expected according to the chapter’s 
Executive Secretary Robert Dufour. 

The Wisconsin chapter is offering two $100 prizes 
for the two best essays on the general practice of 
medicine as a career. The contest is open to senior 
medical students attending the University of Wis- 
consin or Marquette University. 

Pennsylvania chapter’s three-day meeting in 
Bedford Springs May 22-24 provided good propor- 


STATE CHAPTERS 


tions of business, entertainment, and scientific ses- 
sions. The May 22 agenda included meetings of the 
chapter’s congress of delegates and the new and old 
board of directors. The scientific program was held 
the next day followed by the annual banquet and 
dance. The program on May 24 was one of rest and 
recreation with a golf tournament highlighting the 
activities. 

The general practitioners of Monongahela in 
Washington County (Pennsylvania) have evolved 
a system of handling emergency calls. There are 
five men in general practice in a population area of 
more than 12,000 (two surgeons and a pediatrician 
are not part of the plan). On Wednesdays, Sundays, 
and holidays two general practitioners remain in 
town to cover any medical problem, including pedi- 
atrics, which might arise. The other three are free 
from duty. Any fees, regardless of who does the 
work, go to the man who is the family physician of 
that particular patient. Thus, each doctor knows 
that while he is away, not only are his patients be- 
ing cared for, but also that he will not endure any 
financial loss. 

The lowa chapter announces that its state has 
been divided into 11 districts and an A.A.G.P. mem- 
ber has been appointed in each district to act as a 
liaison officer between other members and the chap- 
ter officers. Each man is available to answer ques- 
tions and to listen to suggestions on how to improve 
the chapter. In turn, these men will present these 
suggestions to the chapter’s board of directors for 
action. This sytem is also seen as a good way to en- 
roll new members. On April 25 there were more 
than 315 members in the Iowa chapter. 

A $200 award to the medical student who com- 
pletes his preceptorship this summer and writes the 
best discussion on “Preceptorship—A Critical As- 
sessment of Its Value in Medical Training” is being 
offered by the Iowa chapter. The chapter hopes that 
this will enable the student to crystallize in his own 
mind what the preceptorship means to him and in 
so doing will let the chapter know what value the 
preceptorships are. All entries must be submitted 
by September 15. The winner will be a guest of the 
chapter at its annual meeting September 24 in Des 
Moines. 

In conjunction with the 38th scientific meeting 
of the Oregon University Medical School Alumni 
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Upper Right Quadrant 
the Abdomen 


This is one of a series of paintings for Lederle by Paul Peck, illustrating the anatomy of various organs 
and tissues of the body which are frequently attacked by infection, where aureomycin may prove useful. 


1 Sinusoid 11 Gallbladder 20 Falciform ligament and 27 Right gastroepiploic 
2 Arteriole 12 Papilla of Vater branch of portal vein artery and vein 
3 Bile capillary 13 Transverse colon 21 Abdominal aorta and 28 Head of pancreas and 
4 Branch of hepatic celiac plexus pancreaticoduodenal 
artery 15 Branches of right 22 Hepatic duct and artery and vein 
hepatic artery 29 Superior mesenteric 
6 Branch of portal vein 16 Ascending colon 
7 Central vein 17 Coronary ligament —24 Celiac ganglion and —30 Right colic artery 
8 Branch of inferior gastroduodenal artery and vein 
vena cava t hepatic vein and vein 31 Superior mesenieric 
9 Right lobe of liver and left vagus nerve 25 Left gastric artery ivan nodes 
10 Common bile duct and 19 Inferior vena cava and coronary vein 32 Inferior mesenteric 
tenth rib and right vagus nerve 26 Pancreatic duct vein and left ureter 


fer prompt 
antibadterial a@ion 
in biliary infections, 


_ prescribe. 


HYDROCHLORIDE CRYSTALLINE 


This broad-spectrum antibiotic is rapidly 
distributed throughout the tissues and body fluids 
after oral administration, and is concentrated in the 
bile; thereby providing potent action for the control 
of liver and biliary infections, and for the prevention 


of infection following surgery of the biliary tract. 


C Literature available on reguest- 


LEDERLE LABORATORIES DIVISION 


AMERICAN Cyanamid COMPANY 


30 ROCKEFELLER PLAZA, NEW YORK 20, N. Y. 
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Association, a session of the Oregon chapter was 
held recently in Portland. 

At a recent meeting of the Tennessee chapter, 
Dr. Charles R. Henry of Little Rock, Ark., said a 
lot of rural doctors complain of overwork but do not 
welcome competition. He sharply criticized this 
attitude. 

An industrial medicine symposium was held re- 
cently at the Harvard School of Public Health in 
Boston with the Massachusetts chapter as one of 
the sponsors. 

Four hundred sixty-three persons attended the 
Fifth Annual Scientific Session of the Indiana chap- 
ter recently in Indianapolis. During this meeting 
more than $1,300 was contributed to the building 
fund. Dr. O. T. Scamahorn of Pittsboro was named 
president-elect. Dr. William R. Tindall of Shelby- 
ville was installed as president, succeeding Dr. Rus- 
sell J. Spivey (see cut). Other officers are Dr. Law- 
rence S. Bailey of Zionsville, vice-president; and: 
Dr. Norman R. Booher of Indianapolis, secretary- 
treasurer. Drs. Booher and Elton R. Clarke of Ko- 
komo are delegates to the 1954 A.A.G.P. Assembly 
in Cleveland. Dr. William R. Troutwine of Crown 
Point and Dr. Lester D. Bibler of Indianapolis are 
alternates. 

The theme of the annual meeting of the Kentucky 
chapter held recently in Louisville was ‘Recent 
Advances in Medicines As They Apply to General 
Practice.” Dr. C. V. Hiestand, who is mayor of 
Campbellsville, Ky., was named Kentucky’s Gen- 
eral Practitioner of the Year. He was presented the 
E. M. Howard Award—a gold key signifying the 
honor. 

At this meeting, Dr. Garnett J. Sweeney of Lib- 
erty was chosen president-elect. Dr. Keith Smith of 
Corbin was installed as president, the new vice- 
president is Dr. B. Ralph Wilson of Sharpsburg, 
and Dr. D. G. Miller, Jr. of Morgantown is secre- 


Dr. Hiestand. 
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Indiana's Annual Banquet.—Dr. Russell J. Spivey, refir- 
ing president (at podium) presents the gavel to the new 
president, Dr. William Tindall. Dr. Norman R. Booher, 
Indiana’s secretary-treasurer, observes the ceremony. 


tary-treasurer. Senior medical students of the Uni- 
versity of Louisville, interns, residents, and their 
wives were guests at the annual dinner. 

On May 27 a scientific meeting was held in Cum- 
berland Falls, Ky., sponsored by the two councilor 
districts in which the Kentucky chapter’s president 
and president-elect live. 

Dr. Milton B. Casebolt of Kansas City has been 
named General Practitioner of the Year by the 
Greater Kansas City (Kansas and Missouri) 
chapter. Dr. Casebolt, who helped organize the 
A.A.G.P. in 1947, was one of the members who 
urged that Kansas City be national headquarters for 
the Academy. He is a past president of the Greater 
Kansas City chapter, a past president of the Mis- 
souri chapter, and is a member of the building fund 
committee. Also, he is a past chairman of the 
A.M.A.’s general practice section. He was honored 
at the chapter’s annual dinner. 

Nearly 100 members of the total Kansas chapter 
membership of 173 attended its annual meeting in 
Wichita. New officers are: Dr. George E. Burket, 
Jr. of Kingman, president; Dr. Harry Lutz of Au- 
gusta, president-elect; Dr. Clovis Bowen of Topeka, 
vice-president; and Dr. Harold L. Low of Wichita, 
secretary-treasurer. 

The Delaware chapter was one of the sponsors of 
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Let Amt 
Le (0 py) Sesame” 


in biliary tract disorders 


When spasm in the sphincter of 
Oddi—so prevalent in today’s tense 
patients—“blocks” the free flow 
of bile, the relaxing action of 
homatropine methylbromide and 
phenobarbital in Cholan HMB 
provides “full play” to the potent 
bile-accelerating action of 
dehydrocholic acid. This 
well-conceived dual effect 
(spasmolytic and hydrocholeretic) 
explains the excellent results 
achieved by Cholan HMB in 
various biliary tract disorders 
characterized by sluggish bile flow. 


L 
Cholan’ 


MALTBIE LABORATORIES, INC. 
NEWARK 1, N. J. 

Maltbie ... first to develop 

American process for con- 

verting crude viscous ox- 

bile into chemically pure 

dehydrocholic acid. 


2.5 mg. (1/24 gr.) 
8 mg. (1/8 gr.) 
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a symposium on bone and joint diseases held re- 
cently in Wilmington. Two hundred physicians reg- 
istered from Delaware, Maryland, Pennsylvania, New 
Jersey, and the District of Columbia. 

The University of Minnesota’s first Family Doc- 
tors’ Day was attended by 100 general practitioners. 
Dr. A. E. Ritt, a past president of the Minnesota 


What Others Are Saying .. . 


Recent Ly | had dinner with a prominent ophthalmolo- 
gist (and head of his department in a Midwestern medi- 
cal school) and the administrator of one of our better 
Southern medical school hospitals. On this pleasant 
occasion a sharp difference of opinion arose concerning 
the philosophy of medical instruction. 

The Midwestern specialist, true to his chosen field, 
was insistent that the salvation of medicine was in more 
highly trained specialists. He felt that the trend toward 
specialization should begin in the undergraduate teach- 
ing of medicine and be carried vigorously forward dur- 
ing internships and residencies. The implication was 
that the more highly developed the technical skills of 
our physicians become, the better our population will be 
cared for. 

The hospital administrator (a physician himself), on 
the other hand, felt that it was important for the medical 
student to consider the patient as a whole, whose needs 
cannot always be compartmented. He felt that not only 
did the embryo physician need to think of the patient as 
an individual, and that individual as an entire body and 
mind, but also that the patient had a great need of one 
medical man to whom he could turn whenever he 
thought he had a medical problem. 

This decided difference in philosophy makes us 
wonder. Is the ultimate aim of medicine limited to find- 
ing a cause and a cure for all of the medical ills of man, 
or is there a broader and more satisfying goal? In spite 
of our increased technical skill, our tremendous ad- 
vances in diagnosis, our research in etiology of a multi- 
tude of diseases, our discoveries and refinements in the 
field of therapy, there continue to be the problems of 
getting the patient to the right physician and making 
the physician available to a greater number of patients. 
The general practitioner, who has served so admi- 
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OPINIONS DIFFER ON PHILOSOPHY OF MEDICAL INSTRUCTION 


chapter, remarked that the meeting was a “wonder- 
ful idea, a big step in cementing relations between 
the university and the practicing physicians.” 

Dr. Ben A. Merrick, assistant professor of med- 
icine at Southwestern Medical School in Dallas, was 
guest speaker at a recent meeting of the Tulsa (Ok- 
lahoma) chapter. 


rably in the past as the families’ medical confidante, who 
has taken care of most of their ills, and who has referred 
them to the specialist when the need has arisen, is be- 
coming scarcer each year. The patient now, more than 
before, frequently has no one physician to whom he can 
turn for advice. More frequently the patient makes his 
own tentative diagnosis, and having done so, picks the 
specialist to whom he thinks he should go, often the 
wrong one. 

For his headache he parades successively to the 
otolaryngologist, the ophthalmologist, the neurologist, 
and the gastroenterologist. For his visceral discomfort 
he goes to the cardiologist, the urologist, the proctolo- 
gist, and the gastroenterologist. More often than not he 
should have seen the psychiatrist. 

But consider the patient’s plight. To whom shall he 
turn when he can’t make his own diagnosis? Would it 
not be better (for both the patient and the young physi- 
cian) to teach the medical student the philosophy and 
practice of “general practice” (its satisfactions as well as 
its hardships) ? Should not the intern and the resident 
be encouraged to obtain a broader knowledge, a deeper 
understanding of the patient as a whole and as an in- 
dividual? Would not most specialists be better prepared 
for their specialty if they had a foundation of general 
practice to build on? 

These thoughts are offered with the full knowledge of 
the length of time required for medical training now, 
and with due regard for the difficulties the general prac- 
titioner has in keeping abreast of the broad expanse of 
medical knowledge. 

Maybe the future of medicine is not just in better 
diagnosis and treatment of disease, but in better under- 
standing and management of the patient.—Medical So- 
ciety of the District of Columbia. 
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Apsinisterep rectally, PentorHaL Sodium minimizes 

the possibility of psychic shock resulting from the child’s 

distorted impressions of the operating room. Your pedi- 

atric patient goes to sleep in the peaceful security of his 

N O own room before surgery—and awakes there afterward 
as from a natural, untroubled sleep. 

N l h t mare Consistently gratifying results with Rectal PenroTHaL 

& have been reported for patients in all age groups, ranging 

from infants as young as three weeks. In adults, it is 

O »f F ear useful when venipuncture is difficult or undesirable. In 

obstetrics, it is recommended as a safe, effective and easily 

administered agent for providing amnesia during labor, and 

for minimizing the need for inhalation an- 
no pain - ++ nO memory esthesia during delivery and episiotomy. Obbott 


PENTOTHAL 


SODIUM by Rectum 


(THIOPENTAL SODIUM, ABBOTT) 


pediatric anesthesia with 
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MAY BUILDING FUND TOTAL MODERATE— 


BIG PLANS FOR FALL MONTHS 


Contrisutions to the Building Fund during the Cash Contributions by States 


month of May were not of particularly exciting May Total 
volume, but there were one or twoeventsinconnec- Alaboma .............- — $ 785 
tion with the program which were of note. The Arizona... 220 
most decided change in state standings was re- Arkansas 325 
corded by Colorado. With a flurry of new Century = 
Club memberships, the “Mile High” state moved 802 
ahead of South Carolina, Iowa, North Carolina,and Delaware... 305 
Wisconsin to take over ninth place—only $120 be- _—District of Columbia... 20 617 
hind Indiana. Approximately 14 per cent of the 
Colorado membership has now contributed tothe ae ‘ae 
Fund, twenty-two of them at the Century Clublevel. 2,905 


as follows: 


wee 


Committee Plans for Fall Months 


At a meeting in New York during the A.M.A. 


Convention, the Building Committee decided on a Montana... 20 
vigorous effort during the early fall months to Nebraska... 100 690 
“wrap up” at least the major portion of this solici- 

tation campaign. Reasoning that virtually 10 2,055 
member of the Academy is sincerely interested in New Mexico. 200 
seeing this Headquarters Building materialize, but New York... ......--... 72 4,661 
that a large percentage of the members have not ‘North Caroling... 2,325 


realized the importance of immediate financial sup- 
port, the committee plans to provide each member — gy schoma 


with a complete explanation of the program and the Oregon . 
economic reasons for endeavoring to complete it Pennsylvania. 2,048 
make contributions and pledges (regardless of the Cereling — 

amount) during this “Wrap Up Drive,” the com- 1,200 
mittee will promise immunity from future Building exes ........-...-0-- 125 8,573 
It is hoped that this concentrated effort will pro- Vermont’ 
duce at least $75,000 in cash contributions and 
approximately $300,000 in pledges—the latter to be 925 
years. If this goal can be realized, then actual con- Wyoming... 601 
struction can be started by February, 1954; the 
building can be occupied before the end of that 

year; and the borrowed portion of the cost amor- Commercial Organizations... . . 8,475 
tized within another four years, instead of ten or AAGP. ........-2005- — 20,000 
fifteen—with a substantial saving in interest. $1,624 $113,137 
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Massachusetts 125 4,516 
1,955 
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athlete’s 


Treating more athlete’s foot than ever this year? All the more 
reason for OCTOFEN! Don’t let a summer case drag into fall 
when OCTOFEN may stop it—so easily, efficiently. 


OCTOFEN has cleared athlete’s foot in a week. How many 
other preparations have accomplished this for you? 


easy pickings for 


any day now! 


The formula for this true fungicide, 8-hydroxyquinoline ben- 
zoate in 43% ethyl alcohol, remains unequalled for efficacy. 
Potent, yes—but low in concentration. In laboratory tests it 
kills Trichophyton mentagrophytes on 2-minute contact. 


And this summer, your chances of clearing athlete’s foot are 
twice as good! There are now two forms of OCTOFEN—Liquid 
and Powder! 


SPECIALISTS SAY— 
For Best Results— 
use both forms of OCTOFEN. 

They may, however, 

be used independently of each other. 


McKESSON & 
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A request on your letterhead 
brings free package! 
Write Dept. GP 


TRY THIS POWERFUL 2-WAY ATTACK! 


OCTOFEN LIQUID 


Skin specialists call it the “solution” 
for athlete’s foot! Non-irritating, 
greaseless, stainless, and fast-drying. 
So popular with patients! 


FOLLOW THE LIQUID WITH 


OCTOFEN POWDER 


keep those feet dry with this new extra-dry 
powder containing aluminum phenolsulfonate 
and silica gel for remarkable moisture 
absorbency. You can’t avoid reinfection with 
damp feet! Contains the same potent 8-hydroxy- 
quinoline as Octofen Liquid. Super-smooth, 
non-caking, and assures longer antifungal 
action! Soothes, relieves hot, tender, 

irritated feet so effectively. 


ROBBINS, INCORPORATED, BRIDGEPORT 9, CONN. 
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When the 


Erie Railroad reached Lake Erie 


IN SEARCH OF a single railroad route in 1829, 
William Redfield took a harrowing trip by 
coach and canal, packet, steamboat, and 
horse, through the Northeastern states. This 
tiring trip inspired the start of the Erie 
Railroad. 


Twenty-two years later on May 14, 1851, 
the Erie Railroad was completed from 
Piermont-on-the-Hudson to Dunkirk, N. Y., 
a distance of 446 miles. On hand for the 
dedication were President of the United States 
Millard Fillmore and Daniel Webster, then 
Secretary of State. Also attending were many 
mayors, senators and other public officials and 
of course president of the line, Benjamin Loder, 
and his staff. It was an eventful trip and every 
town along the way turned out to shout its 


praises of what was then the longest Railroad 
in the United States. 

It was five years prior to this historic event 
that Dr. Austin Church and John Dwight 
founded Church & Dwight which introduced 
bicarbonate of soda (baking soda) to the 
Western hemisphere. 

Since 1840 physicians have prescribed bicar- 
bonate of soda for internal and external mala- 
dies. It is U.S.P. Bicarbonate of Soda and is rec- 
ognized by the Council of Pharmacy and Chem- 
istry of the American Medical Association. 

Free children’s storybooks. We would 
like to send you children’s storybooks on den- 
tal health for your waiting room. They are 
approved by leading educators. Write us at 
the address below. 


CHURCH & DWIGHT CO., INC. 


70 Pine Street 
BUSINESS ESTABLISHED IN 1846 


New York 5, N. Y. 
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Cancer of lip. Left, preoperative 
view. Right, five months postoperative. 


‘To view 


your 2 by 2-inch slides 


...at your desk... any time 


© TELL THE WHOLE sTORY, it’s important to have plenty of 

ype slides. To make your presentation quickly and well, 
you'll find it best to have a Kodaslide Table Viewer, 4X. 

You merely plug it in and proceed. With the “4X” you can edit 
your collection, cover case histories in group meetings or small 
conferences right at your desk—day or night—even in a fully 
lighted room. 

Kodaslide Table Viewer, 4X—projector and black, Day-View 
Screen in one unit—shows 35mm, or Bantam transparencies with 
full contrast, enlarged more than four times. Price, only $49.50— the Medical Profession includes: cameras and pro- 
subject to change without notice. jectors—still- and motion-picture; film—full color 


and black-and-white (including infrared); papers; 
For further information see your Kodak photographic dealer processing chemicals; micrefiming equipment end 


or write: microfilm. 


EASTMAN KODAK COMPANY 
Medical Division, Rochester 4, N. Y. 


Serving medical progress through Photography and Radiography 
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of tension 
and associated 
pain and spasm of 
smooth muscle 


Trasentine—-Phenobarbital 


can bring about effective relief 
through threefold action: 


Trasentine relieves pain 
by exerting a local anesthetic 
effect on the gastrointestinal 


° mucosa. It also produces 
1. Sedation spasmolysis through a 
2 Local anesthesia papaverine-like effect on smooth 


muscle and an atropine-like 
effect on the parasympathetic 
nerve endings. 


The 20 mg. of phenobarbital 
in each tablet provides 

a sedative effect which helps 
relieve tension without the 
deeper hypnotic effect of 
more potent barbiturates. 


3. Spasmolysis 


Each tablet contains 50 mg. 
Trasentine hydrochloride 
(adiphenine hydrochloride Ciba) 
and 20 mg. phenobarbital. 

Bottles of 100 and 500. 


Ciba Pharmaceutical Products, Inc. 
Summit, New Jersey 


2/1901 
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Now... get 2-tube 


efficiency at 
1-tube cost 


Maxicon ASC provides over-and-under the table 


tube positioning easily, compactly, economically 


For complete reliability and flexibility — in both 
radiography and fluoroscopy—General Electric’s 
Maxicon ASC is the outstanding unit in its class. 
Nowhere can you match its high-quality per- 
formance at so reasonable a price. 

Conversion from radiography to fluoroscopy 
takes a matter of seconds. Complete straight-line 
tube positioning — with perfect counterbalanc- 
ing — permits instant vertical movement of the 
tube from one focal distance to another . . . up to 
40 inches. And the table-mounted tube stand 
angulates with the table for up to 40-inch verti- 
cal Bucky radiography. For operation with either 
100 or 200 ma generators, Maxicon ASC is ex- 
tremely compact — a valuable asset where space 
is limited. 

Find out how Maxicon ASC’s remarkable 
flexibility can serve you. Call your GE x-ray 
representative, or write X-Ray Department, Gen- 
eral Electric Company, Milwaukee 1, Wisconsin, 
for your copy of Pub. F-5. 


Maxicon ASC lets you fluoroscope readily 
with the table in any position. With one 
hand you can operate shutter controls and 
position the counterpoised screen. 


You can put your confidence in — 


GENERAL ELECTRIC 
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but jobs 
are for 
the slender..... 


Overweight can put your 
patient on the debit 


side of business life. 


Methylcellulose Wafers* 


Regardless of the job, preference is for the slender. Sooner or 
later awareness of their handicap compels the obese to seek 
your help, and you can help them lose weight—the more com- 


fortable way—by suggesting ‘Melozets.’ 

Patients enjoy eating ‘Melozets.’ These delicious wafers blunt 
the appetite by producing a sense of satisfying fullness. *‘Melozets’ 
make reducing easier. ‘Melozets’ look and taste like graham 
crackers, and can be made an unobtrusive part of any dietary 
regimen. 

Each ‘Melozets’ wafer contains 1.5 Gm. of methylcellulose, 
and is equivalent to approximately 30 calories. One or two 
‘Melozets’ followed by a full glass of water, fruit juice, or skim 
milk may be taken between meals or one-half hour before meals. 
Not more than 8 ‘Melozets’ should be taken in a 24-hour period. 


*Melozets’ are available from pharmacists in half-pound boxes 
of about 25 wafers. 


42 different ‘Melozets’ reducing menus on a handy diet sheet. 
Drop a note on your prescription blank for this pad of diet sheets 
and a sample of ‘Melozets.’ Address: Professional Service Dept., 
Sharp & Dohme, West Point, Pa. 


*Patent applied for 


Division of Merck & Co., Inc. 
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SHARP 
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Occasionally a patient may ask, “Why is FELSOL in powder form?” 
For good reason FELSOL has steadily maintained a powder form dosage, 
despite the current demand for tablets and capsules. 


Recent studies* emphasize why there is more pharmaceutical sense than 
meets the eye in powder form medication ...a simple, physical fact so obvious 
that its significance sometimes escapes the casual observer. The principle 
demonstrated is simply this: in any given medicine, the smaller the particle 
size, the greater the rate of absorption because of increased surface area. 
Having a larger surface area, medicinal ingredients in powder form display 
higher solution rates and more effective activity. 


Since prompt action is of the essence in symptomatic treatment of ASTHMA, 
HAY FEVER, and other bronchial allergic disease states, FELSOL in finely 
ground powder form insures quick and complete absorption. 

Gratifying relief from distressing respiratory and related symptoms thus 
comes swiftly and surely. 


This is the reason for FELSOL powders. 


*J. V. SWINTOSKY, S. RIEGELMAN, 
T. HIGUCHI, AND L. W. BUSSE, 
JOURNAL OF THE AMERICAN 
PHARMACEUTICAL ASSOC. 38.6: 
308-13, JUNE, 1949. 


Each powder weighs 1 gm. and contains: 
Antipyrine — 0.869 Gm. 
lodopyrine —0.031 ” 
Citrated Caffeine ——0.100 ” 


Professional samples and literature gladly sent upon request. 
AMERICAN FELSOL COMPANY + LORAIN, OHIO 
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Tailored specifically for 
refractory infections of the 


urimary tract : 


A new chemotherapeutic agent 
with definite advantages: 


clinical effectiveness against most of the bacteria of 


pyelonephritis 
pyelitis 
cystitis 


| FURADANTIN 


® brand of nitrofurantoin 


urinary tract infections, including many strains of Proteus, op 


Aerobacter and Pseudomonas species 
low blood level—bactericidal urinary concentration 
effective in blood, pus and urine—independent of pH 
limited development of bacterial resistance 
rapid sterilization of the urine 
stable oral administration 
low incidence of nausea; 
no proctitis or pruritus— 
no crystalluria or hematuria 


nonirritating—no cytotoxicity—no inhibition 
of phagocytosis 


tailored specifically for urologic use 


Literature on request 


Available on prescription as 
tablets of 50 mg. & 100 mg. 


NORWICH, NEW YORK 


NITROFU 


A tb class 4 
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Smaller 
Dosage 


Quicker 


Pee © 
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| 4 rescue her from the 
temptation of forbidden 
foods, prescribe DEsoxyN 
Hydrochloride, Abbott’s 
potent anoretic. One 2.5-mg. 
or 5-mg. tablet before 
breakfast and another before 
lunch are usually sufficient 
to allay hunger pangs and 
boost dieting morale. Because 
it is an effective central 
stimulant, Desoxyn is 

also useful in depressive 
states accompanying or 
aggravating prolonged illness, 
convalescence, old age or 
the menopause. Parenterally, 
DeEsoxyNn is an effective, 
long-acting vasopressor 
agent. At pharmacies in 


tablets, elixir 


and ampoules. 


Desoxyn’ 


HYDROCHLORIDE 


Minimal 
Side 
Effects 

(Methamphetamine Hydrochloride, Abbott) 


1-20-53 
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antibiotic 


When Erythrocin 
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A DRUG OF CHOICE 


... against staphylococci— because of the 
high incidence of staphylococcic resistance 
to other antibiotics. 


choice? 


A DRUG OF CHOICE 


. orally against streptococcal and 
pneumococcal infections, when patients are 
sensitive to other antibiotics or these cocci 
are resistant. 


A DRUG OF CHOICE 


. . . because it does not materially alter 
normal intestinal flora; gastrointestinal dis- 
turbances are rare; no serious side effects 
reported. 


ADVANTAGEOUS 


. .. because the special acid-resistant coat- 
ing, developed by Abbott, and Abbott’s 
built-in disintegrator, assure rapid dispersal 
and absorption in the upper intestinal tract. 


Use ERYTHROCIN 


. . in pharyngitis, tonsillitis, scarlet 
fever, pneumonia, erysipelas, osteomyelitis, 
pyoderma and other 


indicated conditions. Obbeott 


te Trade Mark for 


ERYTHROMYCIN, ABBOTT 
CRYSTALLINE 
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control of 
blood pressure 


Brand of Cryptenamine—Irwin, Neisler 


The first and only isolated Veratrum alkaloid preparation with 4 times the 
range of therapeutic safety, as measured by two assay procedures. 


A dual biologic standardization in dogs—for both emetic propensities and 


hypotensive action—assures an unparalleled safety ratio of 4:1. 


More than 26 separate alkaloids have been isolated from Veratrum viride 
and Veratrum album. There has never been any doubt that these alkaloids 
lower blood pressure. One factor has, however, marred their successful 
use: the dose required to produce therapeutic results frequently produces 


distressing side effects (nausea and vomiting). 


Cryptenamine alone, of all the known Veratrum alkaloids and of all the 
purified mixtures of Veratrum viride alkaloids available, was found to have 
a 4:1 safety ratio. 
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COMPARISON OF UNITENSEN WITH PROTOVERATRINE AND 
THREE OTHER ALKALOID PREPARATIONS 


Drug Emetic: Therapeutic Therapeutic 


Index 


UNITENSEN 
(cryptenamine—Irwin, Neisler) 


Protoveratrine A & B 


Commercial Alkaloid Preparation A 


Commercial Alkaloid Preparation B 


Commercial Alkaloid Preparation C 


Unitensen is the only Veratrum product 
with a broad safety ratio and a high 
therapeutic index. 


These are the unique advantages of UNITENSEN 


@ Only Unitensen affords an emetic: therapeutic ratio of 4:1. 

@ Unitensen has a therapeutic index of 125 — highest of all available 

Veratrum alkaloids tested. 

@ Dual biologic standardization of Unitensen for both therapeutic action 
and emetic propensities assures the wide margin between therapeutic 
and vomiting dose. 

@ Unitensen, brand of cryptenamine, has consistent, predictable and uniform 

action. 


Unitensen is available at present as a parenteral preparation: 


Unitensen (Aqueous), containing per cc. 2 mg. (260 C.S.R.* Units) of 
‘cryptenamine, in 5 cc. multiple dose vials. 
*Carotid Sinus Reflex 
Unitensen has shown excellent results in clinical studies in the following 
conditions: 
Hypertensive Crisis (Encephalopathy), Eclampsia (Convulsive Toxemia), 


Preeclampsia (Non-convulsive Toxemia), Preeclampsia with underlying 
Essential Hypertension. 


IRWIN, NEISLER & COMPANY «© DECATUR, ILLINOIS 
Kesewuh Sewe Your Practice 
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physiologic relief of “morning sickness’ 


EMETROL 


[PHOSPHORATED CARBOHYDRATE SOLUTION] 


In a well-controlled study, Crunden and Davis' re- 
cently found that eEmMerrot abolished or reduced the 
severity of pregnancy nausea in 78.8 percent of 123 
patients ... usually within 24 hours. In contrast, a 
placebo of similar taste and appearance proved mod- 
erately beneficial in only 15.6 percent of 122 controls. 


EMETROL contains balanced amounts of levulose and 
dextrose in coacting association with orthophos- 
phoric acid, stabilized at an optimally adjusted pH. 
Containing no antihistaminics, barbiturates, or nar- 
cotics, it is a safe, inexpensive, physiologic agent 
which may be given freely without stimulating or 
depressing the patient. Its value for a given patient 
can be readily appraised by the physician in a 
minimum of time.’ Dosage for nausea of pregnancy 
— 2 tablespoonfuls taken undiluted immediately on 
arising, repeated as required if nausea recurs. 
IMPORTANT: EMETROL must not be diluted or followed 
by any liquids for at least 15 minutes. 


Also beneficial in vomiting associated with intestinal 
“flu,” motion sickness, and nausea due to drug ther- 
apy or anesthesia. 

SUPPLIED: Bottles of 3 fl.oz. and 16 fl.oz. through all 
pharmacies. Literature and Samples on Request. 


1, Crunden, A. B., Jr., and Davis, W. A.: Am. J. Obst. & Gynec. 
65:311, 1953. 
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Dexedrine* Spansulet capsules 
control appetite between meals 


sustained, day-long 


appetite control, with 


one ‘Spansule’ capsule 


tablets t.i.d. usually control appetite only at mealtime 


j breakfast 


intermittent appetite 
control, with 
tablets t.i.d. 


GP ¢ July, 1953 


Now: ‘Dexedrine’ Spansule capsules in two strengths: 
10 mg. and 15 mg. 


Smith, Kline & French Laboratories, Philadelphia 


+T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 
t Trademark for S.K.F.’s brand of sustained release capsules (patent applied for). 


R 
breakfast lunch dinner 
the 
4 
lunch dinner 


“Doctor, which do you see most? — 


... L.V.V.—or mixed or non-specific vaginal infections ?” 


If you prescribe AVC Improved routinely for vaginitis, the 
question is academic. 


AVC is specific for T.V.V., and since it is both bactericidal 
and fungicidal, AVC is also exceptionally effective in moniliasis 
as well as in mixed and non-specific bacterial infections. 


THE NATIONAL DRUG COMPANY 


Philadelphia 44, Pa. 


More Than Half A Century Of Service To The Medical Profession 
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IN VAGINITIS... 


THE STANDARD FOR THERAPY: 


IMPROVED 


ALLANTOMIDE VAGINAL CREAM WITH 9-AMINOACRIDINE | 


Because it Encompasses so Wide a Range of 
Specific and Mixed Infections 


AVC Improved is trichomonicidal, bactericidal and fungicidal 
—an exceptionally valuable agent in the treatment of vaginitis 
due to mixed infections (including certain fungi), Gram-positive 
cocci, Gram-positive and Gram-negative bacilli, anaerobic 
organisms. 


The widespread use of AVC in clinical practice attests 
not only to its therapeutic effectiveness but to its phar- 
maceutical elegance as well. Physicians and patients appreciate 
the fact that a wide range of vaginal infections can be 
readily controlled with AVC—a non-staining, deodorizing, 
soothing cream. 


AVC Improved is supplied in 4-0z. tubes, with or without 
the convenient, newly developed plastic applicator. 


FORMULA: 

9-Aminoacridine HC] . . . 0.2% 
Sulfanilamide .... . . 15.0% 
Allantoin ........ 2.0% 
with lactose in a water-miscible base, 


buffered with lactic acid to pH 4.5 
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Growing in acceptance— 


The CAMP -VARCO Pelvic Traction Belt”. . . 


for adults and children... an improved method 
of pelvic traction therapy for home or hospital 


indicated in: 1. Prolapse of Jumbar disc. 2. Herniation of lumbar disc. 3. 
Sprain of lower back. 4. Spondylolisthesis 5. Osteoarthritis of lower back. 
6. Acute scoliosis. 7. Fracture of lumbar vertebrae or processes. 8. Myositis, 
fibrositis, fascitis of lower back. 9. Injury to lower back following difficult 
confinement. 10. Simple fractures of pelvic bones. 


advantages: 1. Effective traction. 2. Early relief from pain. 3. Permits 
proper nursing. 4. No complications. 5. No contra-indications. 6. Easily 
applied. 7 Patients cooperate. 


avoids: 1. Dermatitis from adhesives. 2. Thrombophlebitis. 3. Swollen 
ankles and knees. 4. Patient irritation. 5. Prolonged disability. 6. Quad- 
riceps atrophy. 


Your local authorized Camp dealer is send for 
ready to help you fit your patients or to 


give you a demonstration. niet aaa SPECIAL BULLETIN 


S. H. CAMP and COMPANY, JACKSON, MICHIGAN 
World's Largest Manufacturers of Scientific Supports 
Offices in New York + Chicago + Windsor, Ontario + London, England 
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cortisone 
for inflammation, 
neomycin 


for infection: 


Each gram contains: 
Cortisone Acetate... .. 15 mg. 
Neomycin Sulfate... .. 5 mg. 
(equivalent to 3.5 mg. neomycin base) | ‘, | 
Available in 1 drachm tubes with e O en O ne 
appLcator tip 


OPHTHALMIC OINTMENT 
The Upjohn C Kal 
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Bremil is not expensive. This complete 
formula requires no added vitamins. 


Yet the baby on Bremil receives all the 


Costs no more per day than known nutritional benefits of breast 
milk. 


ord inary formulas requiring | Bremil is a formula which approxi- 
mates the milk of the mother: 
vitamin adjustment .++.+in amino acid pattern a 


.... in fatty acid pattern 
....in carbohydrate 


(lactose) >Brem il 


....in Ca:P ratio (1 %:1) 
....incurd-particle size 
plus vitamin standardization | 


Bremil is the first and only infant food to 
achieve all of these requirements! 


oi” . > Prescribe Bremil for your babies who are not 
reml breast-fed ... and compare their weight 
and growth gains during the important early 
approximates the milk of the mother months. 
Clinical data and samples are available to you. 


Write to: 
@) PRESCRIPTION PRODUCTS DIVISION 
The Borden Company, 350 Madison Ave., N. Y. 17 
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SONOTONE TRANSISTOR AID CHOSEN 
“FINEST IN ITS FIELD” 


THE FIRST ANNUAL AUDIO ENGINEERING AWARD 
FOR 
Technical Excellence in the 
Design and Manufacture of Hearing Aids 
1S AWARDED TO 
Sonotone Corporation 


FOR THE 
Sonotone Model 1010 Hearing Aid 


IN TERMS OF ITS DESIGN, CONSTRUCTION AND EFFICIENCY IN USE, THIS 
INSTRUMENT HAS BEEN SELECTED BY THE DIVISION JUDGES 
AS THE FINEST IN ITS FIELD 


PRESENTED BY AUDIO ENGINEERING MAM 


An independent board of engineers has just given SONOTONE 
“The First Annual Audio Engineering Award” for its 
Transistor Hearing Aid. 


This aid, Model #1010, was chosen by these experts above 
all competing instruments for its superiority in ‘design, 
construction and efficiency in use.” 


Here’s proof that Sonotone’s Transistor Hearing Aid is 
designed better—made better—and performs better! 


Here’s proof that you should see Sonotone before buying 
any hearing aid at any price. 


Other SONOTONE Products: 
Sub-miniature vacuum tubes 

Cathode ray electron guns for television tubes 
Nickel cadmium storage batteries for the armed 


SONOTONE CORPORATION 


“Trrone”’ phonograph pick up cartridges 
ELMSFORD, N. Y. 
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the first intramuscular digitoxin 


DIGITALINE NATIVELLE’ 
INTRAMUSCULAR 


for dependable digitalization and maintenance 


when the oral route is unavailable 


DIGITALINE NATIVELLE 
INTRAMUSCULAR 

is indicated for patients who are 
comatose, nauseated or uncoopera- 
tive, or whose condition precludes the 
use of the oral route. 


DIGITALINE NATIVELLE 
INTRAMUSCULAR 
provides all the unexcelled virtues of 
its parent oral preparation. 


Steady, predictable absorption. 


Equal effectiveness, dose-for-dose 
with oral DIGITALINE NATIVELLE. 


Easy switch-over to oral medication. 


Clinical investigation has shown that DIGITALINE NATIVELLE INTRAMUSCULAR 
is “effective in initiation and maintenance of digitalization. A satisfactory therapeutic 
effect was obtained with minimal local and no undesirable systemic effects.’’* 


DIGITALINE NATIVELLE INTRAMUSCULAR —1-cc. and 2-cc. ampules, boxes of 6 and 50. Each cc. provides 0.2 mg. 
of the original digitoxin- DIGITALINE NATIVELLE. 


*Strauss, V., Simon, D. L., Iglauer, A., and McGuire, J.: Clinical Studies of Intramuscular Injection of Digitoxin 
(Digitaline Nativelle) in a New Solvent, Am. Heart J. 44:787, 1952. 


Literature and samples available on request. 


VARICK PHARMACAL COMPANY, INC. 
(Division of E. Fougera & Co., Inc.) 
75 Varick Street, New York 13, N.Y. 
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Carnaticn 
Homestead 
Daisy 


Milk with a 
Blue Ribbon 


Pedigree 


Record for 
Here is another in a Butterfat 
long line of famous Carnation Production 
champions bred and raised 
on the Carnation Farms. Cattle 
from these prize-winning 
bloodlines are shipped to 
local dairy farms throughout | a. 
America to improve the quality of ny L K a: 
milk supplied Carnation 
processing plants. 


THE MILK EVERY DOCTOR KNOWS 
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__ Recommended for use with ‘'Trilene’’ in obstetrics and surgery, the 
_“Duke"’ University Inhaler is specially designed for economy, facility 
of handling and ready control of vapor concentration. It can be 
operated with ease and efficiency by adult or child in the doctor's 
office, in the hospital, in industrial dispensaries, in the home, or e 


— 
aN 
VALUE AND SAFETY Of “TRILENE 0 
ANALGESIA PROVED IN TROLOGIC PRACTICE 
4 study shows self administration with «<Puke”’ yniversity 
Inhaler pas wide application 
pURHAM, N. certain painful yrologic procedures wprilenes self 
with the “puke” University {nhalet, safely jnduces ‘marked 
with few if any side efrects, and provides convenience of mgministr reported 
: victor A. Politane M.D. of the Department of Urology: Duke University Durham, 
N. This paper was recently presented in Havan® uba, pefore the Goutheaster™ 
Section of the ‘America® Association 
In over 100 cases» specially serected uprilene>. self aaministered with the 
pecause eustomarly painful or aiffi- “puke” University Inhaler, will ysually, 
cult or procedure provide smooth and, rapid jnauction of 
was and pecause “general analges!® with minimum or no joss of 
anesthesi® or neavy geaation was not gutomat- 
practical or pavisadler results with jeally, snhalation- Recovery is 
Rprilene” were ‘jeserived as rapids and nausea and vomiting rarely 
excellent, in 19 cases» and good jn 28- occur: 
stressing. the need for patient cooper wprilene” nonexP sve, and an the 
ation and ynduction of anal: nixtures employed cl nin- 
gesias pr. Politane said «The in ait and 
failures heen due to | may giso be 382 
smprope® or ensufficient instruction in planes of anesthe 
the the and purried instru tained various mnestnetic agents: 
mentation ore ‘oper gesia- 
These qndings aad further support | highly purifies 
the extensive clinical evidence of eftec ric y e300 , is SUPP ied 
tiveness ana saiety of containers cc. 
wprilene” analgesia in opstetricss as well Further jnformation on wprilene” or 
as in surgical procedures such 35 the re- the “puke” University Inhaler (Model- 
5332 guction of fractures: yncision and drains M) abtaines writing ‘Ayers’ 
age of abscesses» of painful MckKenn@ & Limited: 92 Bast 
aressings- Streets New York 16, N- ¥. 
Aye 
lew York, N.Y. M 


increased in every case, with high 
statistical significance, in refractory 
anemia patients plateaued to iron 


and getting a good diet. II} he 


Gelatine is a good hematopoietic 
protein because it contains 
70 per cent of blood-building amino 


acids, according to criteria of 
Whipple and Robscheit-Robbins.? 


Gelatine contains 25 per cent of 
glycine, an amino acid used in the 


synthesis both of the hemin* and the 
globin* portion of hemoglobin, and 
is utilized directly for these purposes.® 


An envelope of Knox Gelatine taken in 

water, or a favorite fruit juice, 

milk, or other beverage, two to four 

times a day according to need, 

will furnish an abundance of hemin and 

globin building amino acids and lead 

to better utilization of iron. 

Large doses are necessary by the law 

of mass action, in order that the 

amino acids will be used directly, 

before deamination or synthesis 

32-ENVELOPE ECONOMY SIZE PACKAGES. into other body proteins. 


Knox Gelating v.s.p- All Protein No Sugar 


. Reich, C., and Mulinos, M. G., Treatment of Refractory Nutritional 
Anemia with Gelatine. Bull. N. Y. Med. Coll. March 1953. 


Whipple, G.H., and Robscheit-Robbins, F.S.: Amino Sam and Hemo- 
globin Production in Anemia, J. Exper. Med. 71:569, 


3. Shemin, D., and D.: Utilization of the Synthe- 
sis of the Porphyrin, J iol. Chem. 159:567, 1945; The Biological 
Utilization of Glycine for the Synthesis of the Protoporphyrin of Hemo- 
globin, J. Biol. Chem. 166:621, 1946. 


4. Grinstein, M., Kamen, M., and Moore, C.V.: The 
in the Biosynthesis of Hemoglobin, J. Biol. Chem. 179:359, 

5. Graff, J.. and D.: On the Metabolism of 

J. Biol. Chem. 186:369, 
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WITH ALL 
THE PATIENTS WHO 
REPRESENT THE 44 USES 


FOR SHORT-ACTING 


From report to report on short-acting NEMBUTAL, 
these are the facts that you’ll find the same: 


| \ | ™m b t al 1 Short-acting (Pentobarbital, 
Abbott) can produce any desired degree of cerebral 
depression—from mild sedation to deep hypnosis. 
2 The dosage required is small—only atout half 
that of many other barbiturates. 
3 There’s less drug to be inactivated, shorter dura- 
tion of effect, wide margin of safety and Little 
tendency toward morning-after hangover. 


4 In equal oral doses, no other barbiturate combines 


quicker, briefer, more profound effect. 
FOR BRIEF AND 


PROFOUND HYPNOSIS 


try the 0.1-Gm. (1/-gr.) to call for short-acting NEMBUTAL. d 0 0 


y How many uses have you tried? 
NEMBUTAL Sodium capsule. y 


All are sound enough reasons for your prescription 
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In lipotropic therapy, LIPOTAINE, 
a synergistic combination of betaine, choline, 
liver, and B,, in a pleasant tasting liquid, 
provides three important advantages 


3. Is more effective’ 


EACH TABLESPOONFUL CONTAINS: 


210 mg. 
Liver Feaction P07. 210 mg. 


Vitamin B,2 (USP Crystalline)... .12 meg. 


Stuart 


Therapeutic—1 tablespoonful 1 to 3 e e 

times daily supplies 3 to 9 grams of lipo- Lipotaine 

tropic material. 

Maintenance — | teaspoonful 1 to 3 

times daily supplies 1 to 3 grams of lipo- BETAINE 

tropic material. CHOLINE 
Dosage to be taken with or after meals. UVER FRACTION ! 


VITAMIN B12 


Also available in capsules 


EACH CAPSULE CONTAINS: 


Desiccated Liver N.F........... 35 mg. 


Vitamin B,2 (USP Crystalline). ... 2 meg. 


Minimum Therapeutic — 3 capsules 
t.i.d. supplies 3 grams lipotropic material. 


Maintenance —1 to 3 capsules t.i.d. 
supplies 1 to 3 grams of lipotropic material. 


Dosage to be taken with or after meals. 


THE STUART COMPANY 


Pasadena 1, California 


SUPPLIED IN PINTS OR BOTTLES OF 100 CAPSULES + AVAILABLE AT ALL PHARMACIES 
*Morrison, Lester M., Am. Jour. Digestive Diseases, 19:12, Dec. (1952) 


a 1. Permits massive therapeutic dosage | 
= 
Pie 2. Provides low cost maintenance dosage Gls 
<a . 


This is the product for obesity 


control which provides all 5 important 


factors in one small capsule 


EXTRO-AMPHETAMINE SULPHATE 
PHENOBARBITAL 


%& GR. PER CAPSULE > 
(Warning: May be habit forming) 


METHYLCELLULOSE 


Low in cost to patients 
(approximately 4¢ per capsule) 


Bottles of 100 capsules 
Available at all pharmacies 


THE STUART COMPANY 
Pasadena 1, California 


VITAMINS AND MINERALS 


I 5 mg. Dextro-Amphet- 


amine Sulphate 
to inhibit appetite 


14 gr. Phenobarbital 
to offset nervous 
stimulation 


200 mg. Methy]- 
cellulose to provide 
needed bulk 


9 Vitamins* 


to provide protective 
amounts of important 
nutrients 


8 Minerals* 


*Vitamins: A, 1700 USP units; D, 170 USP 
units; C, 25 mg.; Bi, 1 mg.; Bz, 1 mg.; Nia- 
cin Amide, 10 mg.; Bg, 0.15 mg.; B12, 1 mcg.; 
Calcium Pantothenate, 1.5 mg. Minerals: 
Calcium, 40 mg.; Phosphorus, 30 mg.; Iron, 
3 mg.; Copper, 0.25 mg.; Iodine, 0.05 mg.; 
Cobalt, 0.167 mg.; Manganese, 0.33 mg.; 
Zinc, 0.1 mg. 
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LETTER S—Continued from page 25 


Prospective Partner Wanted 


Dear Sir: 

As an A.A.G.P. member and local chapter officer I would 
appreciate your putting the following lines into our excel- 
lent journal in the “Yours Truly” section. I feel a little 
guilty doing it since it is essentially a classified ad, but since 
GP has no such department, here goes! 

I am looking for a young, married, draft-proof assistant, 
who wants to make general practice his life’s career. He 
must be well trained, since he will be expected to do much 
pediatric work, obstetrics (not in the home), and closed 
orthopedics. Major surgery is unnecessary. Most of all he 
must like people and be willing to work cheerfully. No mem- 
bers of the ‘9 to 5 club” need apply. He will be on salary 
plus bonus the first year, increased salary or percentage the 
second year, and then become a partner. 

We rotate night calls (there are not many) and weekends; 
in short, each will “live” and yet our patients will get good 
coverage. It is an ideal setup for a man who can work suc- 
cessfully with another man. 

I am practicing in western New York, 10 miles from 
Rochester. My office is modern, large, and well equipped; 
hospital connections are good. 

If interested please give complete personal and profes- 
sional details in your first letter and you will be sent a com- 
plete description of the setup and requirements. The start- 
ing date is July, 1953. 

F. R. Gratner, M.D. 
Spencerport, New York 


Eligible for Associate Membership 


Dear Sir: 

I am writing this letter for information about membership 
in the Academy of General Practice. I am now completing 
one year of rotating residency at this hospital and would 
like to know if any credit toward membership could be granted. 

This is a 250-bed charity hospital that is under the state 
control and has ten junior residents that rotate through the 
various services. It also has six senior residents that are 
‘farmed out” from Ochsner Clinic and Charity Hospital in 
New Orleans. We are under the tutelage of Tulane Uni- 
versity Medical School and have continuous supervision 
from the University visiting men. 

The ten junior residents are all class A graduates, and 
have already served one year of internship before coming 
here. This has been ideal for training the general practitioner, 
and all of us are going into general practice in July. 

Would it be possible to investigate this more thoroughly 
and give us some sort of affiliation with the Academy? 

A. J. Carson, M.D. 
Huey P. Long Charity Hospital 
Pineville, Louisiana 


Although the Academy is encouraging all young physicians 
planning a career in general practice to complete at least a one- 
year residency, it does not require such training for member- 
ship. Dr. Carson and the other residents are eligible for Associate 


GP July, 1953 


Auts in the Printers’ Plants 


PaRAPLEGIC Veteran Kills Deer in Wheelchair. 
—Headline in Charleston (W. Va.) Gazette. 


ALL SET FOR HOME COMING 


Mrs. J. J. Cottins is in Springdale, Pa., where 
she went to be of assistance to her sister-in- 
law, Mrs. Guy Battles, while Mr. Battles is in 
the hospital. Mr. Battles is the owner of two 
performing dogs; one plays the piano while 


the other sings.—Bartlesville (Okla.) Record. 


DEEP FREEZE? 


For Sate—1946 Chevrolet truck with vegeta- 
ble peddler’s body. In A-1 condition.—Miami 
(Fla.) Herald. 


CO-OPERATION 


Sue is noted for her ability to work hormon- 
eously with others.—From WAC recruit’s ref- 
erence in San Francisco (Calif.) Chronicle. 


LIABILITY 


Tue operator of the other car, charged with 
drunken driving, crashed into Miss Miller’s 
rear end which was sticking out into the road. 
—Osage (Iowa) Press News. 


An Army nurse, Catherine’s sudden appear- 
ance here surprised her many friends. They 
thought she was a broad.—Sedamsville (Mo.) 
News Bee. 
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an improved approach to 
ideal hypotensive therapy 


Low toxicity. The only 


hypotensive drug that causes no dangerous reactions, 


and almost no unpleasant ones. 


Slow, smooth action. The hypotensive 

effect is more stable than with other agents. 

Critical adjustment of dosage is unnecessary. Tolerance 
to the hypotensive effect has not been reported. 


Well suited to patients with relatively mild, 
labile hypertension. A valuable adjunct to other agents 


in advanced hypertension. 


Bradycardia and mild sedation increase its value in most 
cases. Symptomatic improvement is usually marked. 


Convenient, safe to prescribe 


The usual starting dose is 2 tablets twice daily. 
If blood pressure does not begin to fall in 7 to 14 
days, and the medication is well tolerated, the 
dose may be safely increased. Should there be a 
complaint of excessive sleepiness, the dose 
should be reduced. Some patients are adequately 
maintained on as little as one tablet per day. 


Supplied in tablets of 50 mg., 
bottles of 100 and 1000. 


SQUIBB 


Dosage of other agents (veratrum or hydrala- 
zine) used in conjunction with Raudixin must 
be carefully adjusted to the response of the 
patient. If Raudixin is added to another main- 
tenance regimen, the usual dose is applicable, 
and it is often possible to reduce the dose of the 
other agent or agents. 


RAUDIXIN 


SQUIBB RAUWOLFIA SERPENTINA 
Tablets 
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marked advance in 
wet dressing therapy... 


1. Peck, S. M.; Traub, E. FE, and Spoor, H. J.: Aqueous Solutions of Sodium Propionate 
with Chlorophyll as a Therapeutic Agent: A.M.A. Arch. Dermat. & Syph. 67:263, 1953. 


Prophyllin 


avoids treatment dermatitis 


Clinical investigators' welcome the superior advantages of wet dressings 
made with PROPHYLLIN, the new sodium propionate-chlorophyll prepara- 
tion. Incorporating a constituent of the protective coating of normal skin, 
PROPHYLLIN makes a soothing dressing for even the most acutely inflamed 


skin disorders. 


more physiologic: contains no chemical irritants or sensitizing agents. 
nonastringent: will not block sweat ducts. 

markedly antipruritic 

mildly bacteriostatic and fungistatic 

cosmetically acceptable: no objectionable propionate odor after powder is 
dissolved...does not stain. 


...and as healing progresses... Prophyllin ointment 


to continue the benefits of PROPHYLLIN in ambulatory patients, or when wet 
dressings are contraindicated or impracticable. 


PropHYLLIN Powoper, for preparation of wet dressings, in cartons of 12 packets. 
(Each packet contains 2.3 gm. of powder, sufficient to prepare 8 ounces of solution 


containing 1 per cent sodium propionate and 0.0025 per cent water-soluble chloro- 
phyll.) Also in 4-ounce and 16-ounce jars. 


ProPpHYLLIN OINTMENT, in 1'4-ounce and 4-ounce tubes. (PROPHYLLIN OINTMENT 
contains 5 per cent sodium propionate and 0.0125 per cent water-soluble chlorophyll.) 


stan ) company Inc. 


Mount Vernon, New York 
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the breads of today 
and yesterday 


A STORY OF PROGRESS IN NATIONAL NUTRITION 


Contrary to a widely prevalent fallacious assumption, com- 
mercial white breads of today offer more, not less, of 
nutrient essentials than either commercial or homemade 
breads of former years, even as recently as 1930. 


Commercial white breads of today are almost univer- 
sally enriched with B vitamins and iron, and contain 
substantial amounts of nonfat milk solids.'* Breads of 
yesterday contained neither added vitamins and iron nor 
nonfat milk solids. 


Conforming to government requirements,’ commercial 
enriched breads of today provide per pound not less than 
1.1 mg. of thiamine, 0.7 mg. of riboflavin, 10 mg. of niacin, 
and 8 mg. of iron. White breads of yesterday contained 
only insignificant amounts of these important nutrients. 


Containing generous amounts of nonfat milk solids,’ aver- 
aging 4 pounds per 100 pounds of flour, commercial breads 
of today provide flour protein supplemented with milk pro- 
tein. Hence the protein of today’s commercial white breads 
is notably superior biologically to the protein of yesterday’s 
breads,‘ being in itself biologically effective, thus contribut- 
ing to maintenance of body tissue and growth promotion. 


Due to the calcium contained in nonfat milk solids and in 
other ingredients of the baking formula, commercial breads 
of today supply also significant amounts of calcium—about 
400 mg. per pound.’ Breads of yesterday, without these 
elements, furnished little of this nutritional essential. 


Because of this notably high content of essential 
nutrients, bread—in generous amounts—deserves inclu- 
sion in every meal. 


The Seal of Acceptance denotes 
that the nutritional statements 
made in this advertisement 
are acceptable to the Council 
on Foods and Nutrition of the 
American Medical Association. 


20 NORTH WACKER DRIVE 


Flour and Bread Enrichment, 1949-50: 
Prepared by The Committee on 
Cereals, Food and Nutrition Board, 
National Research Council, Washing- 
ton, D.C., 1950. 


Geddes, W.F.: Cereal Chemists Guard 
Nutrition, Agricultural and Food 
Chemistry 1:38 (Apr.) 1953. 


Bakery Products; Definitions and 
Standards of Identity, Federal Reg- 
ister 17:4453 (May 15) 1952. 


Sherman, H.C.: Chemistry of Food 
and Nutrition, ed. 8, New York, the 
Macmillan Company, 1952, p. 599. 


Goddard, V.R., and Marshall, M.W.: 
The Calcium Content of Commercial 
White Bread, United States Depart- 
ment of Agriculture, Technical Bull. 
No. 1055, 1952. 


Crespo, S., and Bradley, W.B.: Cal- 
cium and Milk Content of Commercial 
White Bread. Report by the Labora- 
tories of the American Institute of 
Baking, Feb. 28, 1950. 


AMERICAN BAKERS ASSOCIATION 


* CHICAGO 6, ILLINOIS 
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infections 


impetigo 


Since cutaneous bacterial infections 
“probably account for more disability than 
any other group of skin diseases,””' the 
availability of broad-spectrum Terramycin 
has been particularly helpful in controlling 
these common disorders. This pure, well- 
tolerated antibiotic is markedly effective 
against the wide range of organisms often 
implicated as primary or secondary patho- 
gens in skin disease. Successful clinical 
experience”** in the treatment of impetigo, 
furunculosis, acne, pyodermas, erythema 
multiforme and other cutaneous infections 
recommends the selection of Terramycin 
as an agent of choice in common diseases 
of the skin. Terramycin is supplied in such 
convenient forms as Capsules, Tablets 
(sugar coated ), Oral Suspension (flavored), 
new Pediatric Drops, and Ointment 
(topical), as well as other dosage forms for 
oral, intravenous, and topical administration. 


=. 1. Bednar, G. A.: South. M. J. 46:298 (March) 1953. 
of 2. Wright, C. S., et al.: A. M. A. Arch. 

ON Dermat. & Syph. 67:125 (Feb.) 1953. 

3. Robinson, H. M., et al.: South. M. J. (in press). 
4. Andrews, G. C., et al.: J. A. M. A, 146:1107 (July 21) 1951. 
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multiforme 
CHAS. PFIZER & CO., INC. 
Brooklyn 6, N. Y. 
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Index to Advertisers 


Abbott Laboratories 

26-27, 106, 132, opposite 144, 145, 160 
American Bakers Association 
American Felsol Co 
Ames Co., Inc 
Ayerst, McKenna & Harrison, 

4, 102, 142, 158 

Borden Co., The 
Burdick Corp., The 


Central Pharmacal Co 

Church & Dwight Co., Inc 

Ciba Pharmaceutical Products. .12, 138 
Columbus Pharmacal Co 

Depuy Mfg. Co 

Eastman Kodak Co 

Eaton Laboratories, Inc 

General Electric X-Ray Corp 

Glidden, Otis E., & Co 


Hoffmann-La Roche, Inc... . 
Holland-Rantos Co., Inc 

Irwin, Neisler & Co 

Kinney & Co 

Knox, Chas. B., Gelatine Co., Inc...159 
Lakeside Laboratories, 


Lilly, Eli, & Co... .13, 25, 28, 103, 167 
McKesson & Robbins, Inc... . . 134-135 
McNeil Laboratories, Inc 114-115 
M & R Laboratories 

Maltbie Laboratories, Inc 

Marion Laboratories, Inc 

Massengill, S. E., Co 

Mead Johnson & Co 

Merck & Co., Inc........ . .opposite 120 
Merrell, Wm. S., Co.........2nd cover 
National Drug Co 150-151 
Parke, Davis & Co 

Pfizer, Chas., & Co., Inc... .6, 165, 166 


Reed & Carnrick 

Robins, A. H., Co., Inc 

Rystan Co., Inc 

Schenley Laboratories, Inc...... . 14-15 


Smith, Kline & French 
Laboratories 

Sonotone Corp 

Squibb, E. R., & Sons (Division of 
Mathieson Chemical Corp.)..... . 

Strasenburgh, R. J., Co 

Strong Cobb & Co., Inc....... 

Stuart Co., The 

Upjohn Co., The 

Varick Pharmacal Co., Inc 

Warner-Chilcott Laboratories 

Warren-Teed Products Co., The... 

Winthrop-Stearns, Inc 

Wocher, Max, & Son, Co 

Wyeth, Inc 


ILOTYCIN 


(ERYTHROMYCIN, LILLY) 
ETHYL CARBONATE 


The Originator of 
Erythromycin 
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HOW SUPPLIED: 

60-00. packages. Each average tea- 
contains 100 mg. of 
tyein’” as the cthy! carbonste. 


Searle, G. D., & 1 

168 Sharp & Dohme, Inc........ . 140-141 

| Lederle Laboratories... .. . . opposite 128 

149 

a Carroll Dunham Smith Pharmacal 162 ; 

109 

160 
153 
156 
9 
2 
23 

3 bronchitis. 
DOSAGE: 
; ‘Thirty -pound child, teaspoonfa! 


in acute or severe 
congestive failure 


S 


a diuretic of choice 
subcutaneously, intramuscularly, intravenously 


... Mercuhydrin produces substantially the same amount 


of diuretic effect, when given by intravenous, intramuscular 
or subcutaneous injection.”* 


Unexcelled for draining edematous tissues, well tolerated 


locally and systemically, MERCUHYDRIN is an agent of choice 
for initiating diuretic therapy. 


MERCUHYDRIN (meralluride sodium solution) is available in 
l-cc. and 2-cc. ampuls and 10-cc. vials. 


*Marsh, R.; Greiner, T.; Gold, H.; Mathes, S.; Palumbo, F.; Warshaw, L., 
and Weaver, J.: New England J. Med. 247:593 (Oct. 16) 1952. 


LABORATORIES, INC., MILWAUKEE 1, WISCONSIN 
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TABLET 


NEOHYDRIN’ 


BRAND OF CHLORMERODRIN 


NORMAL OUTPUT OF SODIUM AND WATERY 


PRESCRIBE NEOHYDRIN whenever there is retention 

of sodium and water except in acute nephritis 

and intractable oliguric states. You can balance 

the output of salt and water against a more 
physiologic intake by individualizing dosage. From one 
to six tablets a day, as needed. 


PRESCRIBE NEOHYDRIN in bottles of 50 tablets. 


There are 18.3 mg. of 3-chloromercuri-2-methoxy-propylurea 


in each tablet. 


tr 
(lé LABORATORIES, INC., MILWAUKEE 1, WISCONSIN 
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8 basic infant formula products 


For almost half a century, Mead Johnson & Company’s infant 


feeding products have had an incomparable background of 
clinical effectiveness and medical acceptance. 


Babies fed Mead’s formula products have been characterized 
by sturdy growth and low incidence of complications and 
feeding disturbances. 


Dextri-Maltose 


\ The Preferred Carbohydrate Modiher 


\ 


olac Complete Formula 


Mead’s Pow dered 


Lactum 


Mead’s Liquid Complete For 


mula 
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MEAD JOHNSON & COMPANY « EVANSVILLE 21, INDIANA, U.S.A. 
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